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In his presidential address at the opening of this session 
Dr. G. W. Watson called attention to the large number of 
laboratory tests that patients are very frequently sub- 
mitted to nowadays ; he considered that many of them 
were superfluous, and, what was worse, there was a great 
tendency to allow these tests to take the place of sound, 
intelligent clinical examination of the patient. I agree 
with much that he said, but I should like to point out, 
in the strongest possible terms, that it is not the clinical 
pathologist who is responsible for this state of affairs, 
but rather that type of clinician who believes he sees in 
the clinical laboratory an instrument which can relieve 
him of much of the work of examination of his patient, 
and can be made to bear the labour and responsibility 
of making his diagnosis for him. In this connexion let 
me quote what I wrote in a little book published in 1928.* 
Other clinical pathologists have written in the same strain. 


“The clinical laboratory should never be regarded as an 
institution which of itself is capable of supplying a diagnosis. 
It is a means of obtaining additional information about a 
patient, where it is felt that further information is needed, 
to add to that already obtained by careful and complete 
clinical examination. A diagnosis must then be made in the 
light of all the evidence available. But sound clinical observa- 
tion is, and must remain, the principal means of arriving 
at a correct diagnosis 

“The correct att*tude of the clinician to laboratory work 
is that if in any case, after using all the available clinical 
means at his disposal, he is not thoroughly satisfied con- 
cerning the matter in hand, whether it be one of diagnosis, 
prognosis, or treatment, then he should consider in what way 
laboratory information may help him, whether to throw 
further light on a doubtful case, to confirm or negative a 
probable diagnosis, to decide between alternative views, or 
in any way to make more certain his knowledge of the 
matter in hand. This procedure involves the intelligent 
consideration of the relation of laboratory work to each 
individual case, and is the reverse of the method. of routine 
application of numerous laboratory tests before a serious 
attempt is made to consider a case from the clinical stand- 
point.’’ 

The clinical pathologist never intended that his methods 
and his work should supplant the ordinary methods of 
clinical examination ; but he does believe that, in suitable 
cases, they supplement these ordinary methods, and fre- 
quently add useful information that could not otherwise 
be obtained. 


Acute and Chronic Nephritis 
Renal disease is one of the subjects on which information 
beyond that obtainable by ordinary clinical examination 
is frequently desired. With regard to acute nephritis, 
examination of the patient and his urine gives, in the great 
* Delivered to the Leeds and West Riding Medico-Chirurgical 
Society, April, 1924. 


majority of cases, sufficient information to establish the 
diagnosis. (Here I should like to point out that I con- 
sider the simpler tests of urine—for example, for albumin, 
and examination of the centrifuged deposit--as part of 
the ordinary clinical examination of a patient, and not 
as special laboratory procedures.) But the matter of 
prognosis may call for laboratory assistance. There is 
always the possibility that a ease may not recover com- 
pletely, but that the acute nephritis may become subacute 
or chronic. Laboratory tests at intervals to show the 
state of renal function are here very useful, and give the 
best indication of the progress the patient is making. 

So far as chronic nephritis is concerned, laboratory 
tests may frequently be required to establish the diag- 
nosis: the symptoms may be far from diagnostic ; there 
may only appear to be a general asthenia, or anaemia 
may be the most outstanding feature ; in another case 
vomiting may be prominent, or headache may be the only 
symptom complained of. Oedema is, of course, usually 
absent. The urine, so far as the simpler tests go, may 
yield little information, for albuminuria is rarely more 
than slight, and often is absent altogether. Casts, too, are 
not a constant feature. But careful examination by 
approved renal function tests frequently makes the 
Ciagnosis clear. And in many cases where one feels certain 
that some renal impairment is present, such tests are 
useful in giving an indication of the degree of such 
impairment ; for on this point symptoms and physical 
signs are not always very reliable. We are all familiar 
with the type of case in which signs and symptoms have 
appeared relatively slight or almost non-existent until 
a short time before death has occurred from renal failure. 


Blood Urea Concentration 

I do not propose to make anything like a complete 
survey of renal function tests. Many have been tried, 
but only a few are in anything like general use. Some- 
thing must be said first about blood urea concentration 
as an index of renal function. 

The important point in this connexion is that a raised 
blood urea is simply evidence of urea retention ; but urea 
retention is not always due to impaired renal function. 
Anything tending to produce an oliguria—reduced fluid 
intake, loss of fluid by vomiting, the formation of effu- 
sions, and thus the withdrawal of fluid from the blood— 
may cause a rise in the blood urea where the kidneys 
themselves are functionally normal. A similar rise may 
result from excessive protein intake, or excessive protein 
metabolism, as in fevers or starvation. If all extrarenal 
causes can be excluded, then a raised blood urea is evi- 
dence of deficient renal function. Any obstruction to 


urinary outflow also causes urea retention—for example, 
in enlarged prostate ; often the removal of the obstruction 
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results in a rapid return of the blood urea to normal, and 
where this cccurs we have clear evidence that the urea 
retention was not due to primary failure on the part of 
the kidney itself, but to the interference with its normal 
action caused by back pressure. To the surgeon dealing 
with this kind of case determination of blood urea at 
intervals, and, in particular, noting the rate of disappear- 
ance of urea retention after removal of obstruction, is a 
very satisfactory renal function test. 

But some impairment of renal function may coexist 
with absence of urea retention—that is, we may have a 
normal blood urea in cases in which renal function is 
deficient. One result of failing function on the part of 
the kidney is loss of concentrating power, and this occurs 
in nearly all cases sooner or later. But in earlier stages 
this failure to produce a concentrated urine may _ be 
masked by the ability to produce an abundance of dilute 
urine, so that actually the normal amount of urea and 
other waste products is still got rid of, and consequently 
there is no retention—failure of concentration is com- 
pensated for by polyuria. 

On account of these limitations on blood urea figures as 
evidence of the true state of renal function, other tests 
have been devised in an attempt to obtain a more 
accurate picture of the real state of affairs, and my chief 
object now is to describe one of these tests in which 
I have been particularly interested, and which, so far 
as my experience goes up to the present, is the best test 
available. 


A Simple Test of Renal Function 
But before passing on to describe this I want, briefly, 
to draw attention to one very simple method of examining 
renal function which can be carried out with very little 
equipment or jabour, which depends on principles well 
known to all, but which is generally overlooked. 


The test is simply to instruct the patient, while ccntinuing 
his normal routine, to preserve every specimen of urine passed 
during a complete twenty-four-hour period, to keep all the 
specimens separate, and to label each one with the time at 
which it was passed. At the end of the test he will present 
you with six or seven specimens. Determine the volume of 
each and also its urea content, or, failing the latter, the 
specific gravity is almost as good in nearly all cases ; also 
add the approximate volume per hour for each specimen. 
Then tabulate the results ; they will be somewhat as follows: 


A: Normal | B: Nephritic 


ie Approximate Approximate 
Time Volume Volume | Time Volume | 2 ¢ Volume 
per Hour | per Hour 
7.39 a.m.) 399 e-em. 2.7 | 47¢.cm. | 6.0 1.4] $0c-cm. 
| | 
11.10a.m.) 295¢.cem | 1.6 | 63¢.em. 1.3 84 ¢.cm. 
1.£0p m.| 140¢.em., 1.8); 51 ¢.em. 2.0 p.m.| 340 cm.) 1.4 85 ¢.em, 
| | | 
4.10p.m.| 1l0¢.em.| 23) 47 ¢.cm. 5.30 p.m.) 315 c.cm.| 1.5 9) c.em. 
6.0 pm.| .9¢ em.| 1.1} 103¢.em. | 80 p.m. 210c.cm. 84 
11.15p.m. 315¢.cm.| 2.0) 60¢.cm. |} 9.65 165 c.c.n.| 83 ¢.cm. 
| | | | 
| 11.30 p.m. 139 c.cm.! 1.5 80 c.cm. 
¥ | | | | | 
Total .. |1,140¢.em) Total ... |2100cem) 


| | 


Compare the volume and concentration of the urine secreted 
during the night with that secreted during the day. Note 
whether the volumes and concentrations show much or little 


variation. With normal function the night urine is less in 


volume, but greater in concentration than the day urine. As 
the kidneys become inefficient this difference becomes less 
marked, and as inefficiency advances, the reverse condition 
begins to appear—the kidneys have to make up during the 
hours of rest for what they were unable to do during the 
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period of bodily activity. Throughout the day period, wiih 
normal function, individual specimens. vary much from one 
another, the kidneys being quick to respond to changed con- 
litions of waste nitrogen production and fluid intake. With 
loss of e‘tic‘ency there is loss of elasticity and ready response 
to varying conditions—the inefficient organs begin to work at 
a dead level. 
Rate of Urea Clearance 

In many cases such a simple test is capable of givin 
quite useful information. But where its indications are 
doubtful, or where it is felt that the best available in- 
formation not only as to the presence but also the degrce 
of functional deficiency is required, other tests are called 
for, and I want to deal now with the determination of the 
rate of urea clearance, as a measure of the efficiency of 
renal function. This conception of rate of urea clearance 
was introduced by van Slyke and his collaborators, and 
is dealt with in a series of papers from the end of 1923 
onwards. 

They had shown that when the urine volume output 
exceeds about 2 c.cm. per minute (called the augmenta- 
tion limit) urea excretion proceeds at maximum speed, 
and the output per minute represents the urea content 
of a maximum blood volume, which in normal men 
averages about 75 c.cm. This they termed the maximum 
blood urea clearance (Cm), or simply the maximum cClear- 


ance. This is given by the formula 
UV 
Cu = 
B 


Where U = urea concentration of urine, B = urea 
concentration of blood, V = urine volume per minute. 


Eelow the augmentation limit urea excretion is not 
constant, but varies with the square root of the urine 
volume. Hence, if we wish to compare urea excretion 
below the augmentation limit, either we must have a 
definite standard worked out for every volume below 
2 c.cm. that we are likely to encounter, or we must 
arrange that the subject excretes a fixed volume per 
minute for which standards are known, or we must be 
able to calculate from observations for any volume occur- 
ring during a given test what would be the clearance if 
the urine output were a certain definite standard volume, 
The last is the only practicable procedure, and from 
observed volumes of U, B, and V it can be shown that the 
clearance which would occur if the urine volume were 
1 c.cm. per minute (called the standard clearance, Cs) 
is given by the formula 


U 
The average value of @s in the normal adult was found 
to be 54 c.cm. 

The results as worked out from these formulae are in 
cubic centimetres. For clinical work it is much more 
convenient to have the results expressed as a percentage 
of average normal function. This can be done if we write 
the formulae 


100 UV 
Cm = 
and 
100 U 
cs 


Moller, McIntosh, and van Slyke? give line charts which 
simplify the calculation. 

For children, or others whose size d'ffers considerably 
from that of average adults, a correction is introduced 
by multiplying the observed V by the factor 

1.73 
square | metres surface arca 


Now when renal function becomes inefficient the rate of 
urea clearance falls below the normal. Hence the deter 
mination of the urea clearance will tell us whether renal 


| 
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function is normal or impaired, and also, where impairment 
is present, will indicate, at any rate approximately, the 
degree of impairment that is present. 

The test is not difficult to perform. It requires oniv 
the determination of the blood urea, the urine urea, and 
the volume of urine excreted over a known period. It is 
not necessary to resort to any special preparation of the 
patient, nor is it necessary to withhold food for some time 
before the test ; vigorous exercise, however, is avoided, 
and the previous meal should be a moderate one, prefer- 
ably without coffee. The most desirable time of day is 
found to be the hours between breakfast and lunch. 
Moreover, it is not necessary to keep the patient in bed 
during the test. 

In the original van Slyke method urine was collected 
over two successive hour periods, blood being taken a few 
minutes before the end of the first hour. The clearance 
was calculated for each hour period, and, presumably, the 
average of the two results is taken, though the original 
paper is not definite on this point. If the urine excreted 
in the hour period exceeds 2 c.cm. per minute (or if the 


corrected volume V x == exceeds 2 c.cm. per minute 


in a child) the maximum clearance is calculated ; if the 
urine is less than 2 c.cm. per minute, then the standard 
clearance is calculated. 


Urea Clearance After Dose of Urea 

When this work came to my notice I found that I had 
data from a previous investigation which enabled me to 
calculate urea clearances not only under conditions similar 
to those laid down by van Slyke, but also for periods 
after the patient had taken a 15-gram dose of urea. 
An important fact which assisted me was that I found 
the blood urea at the beginning and end of the second 
hour after this dose of urea to be approximately the 
same, at an average of about 15 mg. urea nitrogen per 
100 c.cm. in excess of the value before urea. The blood 
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lic. 1.—Before urea. Fic. 2.—After urea. 


urea, therefore, during this second hour period is approxi- 
mately constant (though raised above normal) and a 
value obtained at any time during this period serves 
for clearance calculations for the period. On working 
out clearances before urea and during the second hour 
period after urea, I found, in persons with presumably 
normal function, that the values after urea lay within 
a narrower range than those before urea. It is an obvious 
advantage to have the normal range as narrow as 
possible ; hence this point seemed worthy of closer in- 
vestigation under properly controlled conditions, and I 
therefore made a careful re-examination of the point, 
using fifty presumably healthy male students as subjects. 
The results are shown in Figs. 1 and 2. 
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breakfast, except that they were instructed not to take 
coffee ; they were also allowed to carry on their usual 
activities in the hospital, only interrupting these when 
it was necessary to come to the laboratory for specimens 
of blood and urine to be taken. A further series of tests 
was also carried out on hospital in-patients. Besides 
being in bed during the test, food had been withheld 
from the previous evening. Two classes of patients were 
dealt with—namely, those in whom renal disease was 
believed to be absent, and those in whom it was believed 
to be present. The results on the non-nephritic group are 


in Table I. 
Tasre I 
Blood Urea Clearance | 
Sex Age Diagnosis 
Before | After 
Urea | Urea 
1 F | 32 39 itis filbrosa 
2 5 47 54 82 | Hyperthyroidism 
3 M 32 74 83 Nervous vomiting 
4M 45 82 73 | Vitreous haemorrhage 
5.F 24 71 95 Cerebral tumour. (Death 16 days 
later. At necropsy small glioma of 
| sup. corp. quadrigemina found) 
6 F 38 55 78 | Dyspepsia 
7M | 62 90 8 Diabetes. 
8 F 54 76 76 | Hyperchiorhydria 
9M 35 66 74 Dyspepsia 
10 M 47 61 86 | Polyarthritis 
nF os 86 120 Morning vomiting with pregnancy; 
subsequently cleared up 
i 2 _— 49 81 | Morning vomiting with pregnancy; 
subsequently cleared up 
13 M 63 65 69 | Nervous dyspepsia 
144 *F 28 65 96 Retinitis proliferans 
1, F 12 76 76 Delinquency and backwardness ; no 
unhealthy signs apparent 
16 19 82 85 Fibrositis 
17 F 59 28 65 Otosclerosis 
18 F 46 48 70 | Atrophic gastritis 
| 
19 F 50 66 72 | Vertigo—(considerable improvement 
| in a few days and patient dis- 
| | charged apparently well) 
20 M 26 87 88 Functional albuminuria 


Facts Revealed by Test 
At this stage it will be convenient to consider some of 
the facts brought to light by the results so far obtained. 


Van Slyke’s normal range for Cs, calculated from data 
obtained from nineteen subjects, some of whom had been 
examined a number of times, is from 76 to 120. His range 
for Cm is very similar, and for practical purposes may be 
considered the same. In my own cases I have made no 
distinction in the table between Cs and Cm. Actually only 
a few of the latter occurred. 

In the results on students the range before urea is from 
29 to 107, while after urea it is 73 to 120. 

Of the twenty cases in Table I, seventeen give results, 
after urea, between 73 and 120 as in the case of students ; 
of the remaining three, two, giving values of 69 and 65, 
were elderly patients (63 and 59 years respectively), and 
the third, a patient of 46, gave a value of 70. Before urea 
the results in these twenty cases lie between 28 and 90. 

The great similarity of these results to those on healthy 
students shows that the difference in conditions observed 
during the tests has no appreciable effect on the actual 
results—that is, whether you allow breakfast and mild 
exercise during the test, or withhold breakfast and keep 
the patient in bed, does not matter. 

The results also make it quite clear that figures, on 
non-nephritic subjects, obtained without giving urea cover 
such a wide range as to be really useless as a practical 
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test ; the figures after giving urea, however, do lie 
within a well-defined range, which can be conveniently 
used as a standard of comparison. Considering all the 
results after urea, it seems justifiable to regard the 
normal value as anything exceeding 70. (The maximum 
doesn’t really matter in this case: it is the minimum 
that counts.) Some allowance, however, should be made 
for advancing age, for which a figure of 65 might be 
taken, from about the end of the sixth decade. Now 
let us see what results are obtained in patients suffering 
from renal disease. These are shown in Table II. There 


IT 
| | Blood Urea Clearance | 
Sex Age = | Diagnosis 
| | Before | After | 
| Urea | Urea 


1M 31 | 42 52 | Chronie bone tubereulesis; paren- 
| chymatous nephricds. (Subse- 
que tly died ; at necropsy subacute 
| | nephritis; sinus from tubereulous 
| | discase of Sth lumbar vertebra and 
| S.ecro-il'ac region) 
2 | 23: 46 57 Acute nephricis 
| | 
3 M 36 | 60 | 48 (29/2/33) | Albuminuria: oedema— 
| 35 50 (16/3/33) | ? subacute nephritis 
| 
ae 17 | 5.4 6.5 | Renal rickets 
39 | 12 Renal rickets 
6 F | 53 | 8.7 | 95 | Polyeystic disea-e of kidneys 
7M | 29 8.4 11.5 ' Chronie nephr tis. (Subsequently 
| | | died; no necropsy) 
8 | _ 22 42 | Pregnancy ; persistent albuminuria ; 
pyelitis 
9 1 47 36 | 45 | ? Polyeystic disease of kidneys 
| 
10 M -3¢ 21 14.2. | Chronic intcrstitial nephritis 
20 | 25 49 (2/133 Acute nephritis becoming chronic 
31 | 45 (2_/7/33) | 
12 M 25 33 | Ky | | Acute exacerbation of chronic 
| nephritis 
13 M | 35 50 52 | Acute nephritis, becoming chronic 
14M | 37 41 | 47 Interstitial nephritis 
1 1 29 34 | 42.5 | Pyelitis 
16 | 58 53 | 56 | Chronic nephritis 
17 F 62 30 9.5 | Hypertersion; epistaxis. ? Chronic 
| nephritis 
18 M | 22 58 57 | Chronic nephritis 
19 60 48 52 | Granu'ar kidneys; chronic uraem‘a 
| 
‘0 F 23 31 | 33 Acute nephritis 


is again a difference between the results before and after 
urea. If we considered the range, on normal patients 
before urea, of the figures before urea in this table, 
seventeen would fall within that range. Of the figures 
after urea, however, the highest is 57—that is, not one 
falls within the normal range found after urea. This 
clearly shows that the urea clearance obtained after urea 
is a better indication of the state of renal function than 
figures obtained without giving urea; and since it is 
shown that where renal disease is present figures are 
obtained which are definitely below what are considered 
normal, the use of the test for investigating possible 
departures from the normal is clearly demonstrated. 


Technique of Test 
The method of carrying out a urea clearance test after 
urea is as follows: 


At 7 a.m. the patient miy be allowed a light breakfast ; 
coffee must be avoided, but tea, if weak and in small 
quantity, may be permitted. At 9 a.m. the bladder is 
emptied, and immediately afterwards the urea is given. At 
10 a.m. the bladder is again emptied. At about 10.45 a.m. 
a specimen of blood is taken for urea determination, and 
at 11 a.m. the bladder is once more emptied. The clearance 
value is of course calculated from data obtained from the 


third urine specimen (exact volume, exact time of secretion 
and urea concentration) and the blood specimen. 

These times I have selected as being most suitable for 
hospital practice ; but they can be modified somewhat, so 
long as the intervals are the same, to suit the convenience 
of the persons concerned. 

Two points are of especial importance—namely, that the 
bladder must be completely emptied on each occasion urine 
is passed, and the exact time of secretion represented by 
each specimen must be known. For the latter purpose it 
is best to instruct the nurse, or whoever is in charge of the 
patient during the test, to label each specimen passed with 
the time to the nearest minute at which it was passed, 
rather than to insist that specimens shall be taken at exact 
60-minute intervals. In the latter case, if, as often happens, 
the attendant is engaged in some other task when she should 
be instructing the patient to pass urine, the interval becomes 
extended to sixty-five cr seventy minutes, but she rarely 
owns up to this, whereas if she is told that a few minutes’ 
variation on either side cf the sixty is permissible, so long 
as the exact time the specimen is passed is recorded, one 
generally gets more exact data. With an intelligent patient, 
the requirements of the test can be explained to him, and 
he will do the time-keeping himself. 

Complete emptying of the bladder at the beginning and 
end of the second hour is, of course, of paramount impor- 
tance, and this must be carefully explained to the patient. 
incomplete emptying of the bladder is, I think, the chief 
cause of the wide variation of results before urea, for in 
most cases the volume of urine secreted over the first and 
second hours after urea is greater than that before urea, 
At the b ginning and end of the second hour, then, there 
is a more sitisfactory stimulus for the bladder to empty 
itself than when no urea is given. Frequently, in tests of this 
nature, what occurs immediately before the test is net 
sufficiently controlled. Thus, a short time before a test 
begins, a patient may require to empty his bladder. If he 
does so, when the time for a test specimen arrives the 
amount of urine secreted during this interval is so small 
that the impulse to empty is insufficient, and complete 
emptying does not occur. Or it may be that he is told not 
to empty his bladder when the impulse arises, but to wait 
until the test specimen is required. When this time does 
arrive, over-distension may have occurred, and again we 
get incomplete emptying. It is for this reason that in the 
directions for the test I have advised emptying of the 
bladder at 9 a.m., although it is only the specimen secreted 
between 10 and 11 a.m. that is really required for the test. 

Occasionally one meets with persons who exhibit a psychical 
inhibition to micturition to order. This occurred twice 
during my investigation of students—in one case the patient 
thought he was being overlooked during the act. If the 
patient is not fussed, rushed, or observed during the act, 
this difficulty will not often arise. Where retention is 
believed to be present, or if for any reason it is thought 
that emptying of the bladder may be incomplete, a catheter 
should be used. 


Advantages of Urea Clearance Test 

Having so far described the urea clearance test and 
its technique, what are its advantages? The greatest 
appears to be that it takes mathematical account not 
only of the urea concentration of the blood and urine, 
but also of the urine volume output. Not only is the 
ability to excrete urea examined, but the ability to excrete 
water is also included. 

The renal function test hitherto most frequently em- 
ployed here has been the urea concentration test, together 
with a blood urea determination. In this test, however, 
difficulties in interpretation frequently arise when the 
urine volumes differ greatly from the average, for, 
although attention is chiefly directed to the urea con- 
centration, the implication of large volumes of urine 
cannot be entirely ignored ; urea is itself a diuretic, and 
where large volumes of low concentration are obtained, 
it is frequently impossible to say whether we are to 
accept this as evidence of a nephritic polyuria, due to 
loss of concentrating power, or whether we have the 
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difficulty is avoided to some extent by limiting the 
patient’s fluid intake for some hours before the test, 
but it is not entirely eliminated. No such difieculties 
arise in the urea clearance test, since volumes as well as 
urea concentration are taken into account mathematically 
by the van Slyke formulae. 

In all the cases shown in Table II the routine renal 
function test, consisting of blood urea determination 
before urea, followed by a urea concentration test, was 
carried out, in addition to the clearance test already 
described. + 

In eight of them this routine test failed to show any 
impairment of renal function, yet all gave a urea clearance 
very definitely below the normal range. A careful 
consideration of all the facts obtainable clearly showed 
that renal function in these cases was definitely impaired, 
and left no doubt that the blood urea clearance value 
is the more correct index of the true state of the kidneys. 

I have been making urea clearance determinations for 
some time now, in all cases where a renal function test 
has been required, and provided sufficient care and 
attention are paid to the two points I previously stressed 
—namely, complete emptying of the bladder and accurate 
timing of the specimens—I am convinced that the urea 
clearance is a much better index of the true state of 
renal function than the test formerly in routine use ; 
I believe it to be, in fact, the best renal function test 
we possess. 
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REVIEW OF BLADDER-NECK OBSTRUCTIONS 
WITH SPECIAL REFERENCE TO TRANSURETHRAL 
PROSTATIC RESECTION * 
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It is perhaps not yet fully appreciated that the symptoms 
which are regarded as characteristic of an enlarged pros- 
tate are common to a number of other causes, not only 
in elderly men, but in other decades, as well as in the 
opposite sex. The same symptom group is referred to as 
diurnal or nocturnal enuresis in the young, frequency in 
adult life, and prostatism as senility is approached in the 
male. 

The French were probably the first to point out that 
the urinary difficulties observed in elderly women were 
similar to those of prostatics, but obviously due to other 
causes. From the same source we have the term 
‘“‘ prostatisme sans prostate,’’ when the symptom group 
is present without any obvious prostatic enlargement being 
felt per rectum. Accordingly, since this symptom group 
is common to various ages and both sexes, it is evident 
that full data should be obtained in each instance before 
an accurate diagnosis can be given and appropriate treat- 
ment instituted. In this paper, however, it has been con- 
sidered advisable to review only the commoner conditions 
found in the male, and to exclude malignant disease. 

The symptoms referred to are generally a gradually 
increasing urinary frequency by day and night, the quanti- 
ties of urine voided at each act becoming smaller. The 
act may be precipitate, or there may be initial delay ; 
the stream lacking in force and being smaller than normal, 
it thus takes longer to perform the act, which concludes 
with dribbling. Variations and additions to the above 
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will be noted as the individual causal lesions are discussed. 
This group of symptoms usually indicates some change 
at the bladder neck which is interfering with the proper 
emptying of the bladder. To appreciate the various types 
of obstruction that occur, and the changes they induce, 
let us briefly refresh our memories with the anatomy and 
physiology of the parts involved. 


Anatcemy 

The Bladdey.—The musculature of the bladder is describe 
as divided into three parts: (a) The walls. (b) The trigone. 
(c) The vesical neck. 

(a) The bladder is lined by a transitional epithelium which 
is continuous with that of the ureter and the urethra. The 
wall, aside from this epithelial lining, is made up chiefly of 
muscle fibres, arranged in an outer longitudinal and an inner 
circular manner. Because of these acting together on the 
bladder contents it is better to consider them as one muscle, 
the ‘‘ detrusor ’’ of the bladder. Between the musculature 
and the epithelial lining, or mucosa, is a loose cellular tissue, 
which is only absent over the trigone. Over the trigone 
the epithelial lining is firmly attached to the underlying 
muscle, while in all other portions of the cavity the epithelial 
lining is so loosely attached to the detrusor that when the 
organ is empty the epithelial lining falls into folds. 

(b) The trigonal muscle develops in the embryo from the 
muscle layers surrounding the lower ends of the Wolffian 
ducts and ureters. Later in foetal life these muscles come 
to lie in the bladder, and their main bundles run from the 
ureteral orifices to the vesical orifice, where the bundles tiom 
the two sides join and run down, just beneath the urethral 
mucosa on the aspect posterior to and beyond the veru- 
montanum. The upper margin cf these bundles passes across 
from one ureteral orifice to the other, forming a slight eleva- 
tion—the interureteric ridge—at either end of which the 
ureteral openings are situated. 

(c) The term ‘‘ neck ’’ of the bladder is employed to desig- 
nate the region around the vesical orifice. Here the division 
of the detrusor muscle into two layers is more marked. Frora 
each of the two layers, just posterior and lateral to the 
vesical orifice, is sent a strong band of muscle fibres, which 
runs down and forward to the prostate to form a loop around 
the front of the urethra. The bundle from the external longi- 
tudinal layer is thicker than that of the internal circular. 
These together form the “‘ internal sphincter,’’ which is not 
a circular muscle like the sphincter ani, but only forms an 
arch around two-thirds of the vesical orifice. The external 
sphincter is a voluntary muscle, while the °‘‘ internal 
sphincter,’’ being supplied by sympathetic and parasym- 
pathetic fibres, is an involuntary muscle. 

The Prostate.—In the development of the prostate it will 
be recalled that, in about the twelfth week of foetal life, 
five groups of tubules grow out from the posterior urethra 
towards the bladder. At first the five lobes are distinct, but 
later the two lateral and the middle lobes tend to coalesce. 
The posterior lobe lying behind the ejaculatory ducts remains 
distinct. The anterior lobe, which commences by being the 
same size as the others, retrogresses after four weeks and is 
completely atrophied before adult life. In a few instances 
the tubules of the anterior lobe may persist and even be 
the seat, ultimately, of an enlargement. The lateral lobes, 
however, are the most active as to growth, and comprise the 
major portion of the adu!t prostate. 

The Submucous Glands.—Lying under the mucous mem- 
brane of the posterior urethra and trigone, and independent 
of the prostate, are certain accessory glandular structures. 
They are localized in three situations: (a) the prostatic 
urethra ; (b) the vicinity of the bladder neck; and (c) the 
trigome. These submucous glands are of importance, since, 
like the prostatic tubules, they are liable to undergo enlarge- 
ment in middle and old age, and on account of their situation 
are likely to give rise to obstruction. 

The subcervical group, known also as the glands of Albarran, 
consist of some thirty branched tubules, whose ducts open into 
the floor of the urethra proximal to the verumontanum. 

The subtrigonal glands lie anywhere between the mid-point 
of the trigone and the bladder outlet, and are similarly com- 
posed of branched tubules. Enlargement of either of these 
groups may be sufficient to cause typical symptoms of 


- results of a simple diuresis induced by the urea. This 
or 
| 
| 
1e 
| 
it : | | 
| 
| 
| 
| 
ld | 
eS | 
ly | 
s’ | 
g | 
1e | 
t, 
id | 
id | 
} 
t. | 
ef 
in ) 
id 
a. | 
re | 
‘ 
ll | | 
te 
ot 
it 
es 
ve | | 
ne 
al 
ce 
nt 
he 
4 
is | | 
| 
er | 
| 
1d 
st 
ot | 
e, 
1e 
te | 
| 
er | 
r, 
he 
r, | 
n- | 
ne | 
d, 
to 
to — 
he 


54 Jury 14, 1934] 


REVIEW 


prostatic obstruction, and some authorities maintain that a 
large percentage of so-called prostatic enlargements are really 
due to changes in these submucous glands, and not in the 
actual prostate itself. 


Physiolegy 

Considerable attention has been paid recently to the nerve 
mechanism of the bladder and the various reflexes involved 
during urination. For present purposes it will be sufficient 
to gain an impression of the resultant action. 

The act of urination is initiated by a contraction of the 
trigonal muscle, which pulls open the vesical orifice ; there- 
upon the detrusor steadily contracts on the contained urine 
till the latter is completely expelled. If changes have occurred 
which make the action of the trigonal muscle difficult its 
efforts to overcome the difficulty will result in hypertrophy— 
that is, the trigone becomes raised, the interureteric ridge 
accentuated, thickened, and approximated to the bladder 
neck because of the foreshortening associated with a chronic 
state of undue tonus. If, on the other hand, no impediment 
exists in the actual opening action of the bladder neck, but 
some narrowing or obstruction exists distal to the bladder 
neck, then the detrusor muscle will require to contend with 
overcoming this difliculty, and in consequence will hyper- 
trophy. 

In the relatively earlier stages, accordingly, the site of a 
lesion may be readily determined on cystoscopic inspection 
by ascertaining whether the trigone or the detrusor is under- 
going hypertrophy. Later, as can be appreciated, both the 
detrusor and the trigone share in the hypertrophic changes. 


Types of Lesions Producing Bladder-neck Obstruction 

1. Congenital.—This consists of an annular diaphrag- 
matic contracture mainly composed of the mucosal 
elements, and is morphologically similar to meatal atresia. 
The unfortunate owner of such a defect may pass into 
early adult life without appreciating the gravity of his 
state. The constant and progressive urinary frequency, 
being regarded as a personal idiosyncrasy, is tolerated 
till compensation finally breaks down, and medical aid 
is sought because of impaired health and early uraemic 
manifestations. On inspection a fully distended bladder 
is observed, and on further investigation the true cause 
of the trouble is found. It is probably in this type of 
case that the prostatic resectoscope achieves the most 
brilliant results. 

There is another form of bladder-neck encroachment 
which should probably be placed uncer this category, 
since it has been observed in young boys—namely, the 
hypertrophic internal vesical sphincter. Its aetiology is 
obscure. The musculature of the internal sphincter, par- 
ticularly that portion which is derived from the circular 
muscle and occup'es the trigonal aspect of the neck, 
becomes progressively more accentuated, and with any 
undue stress may enter into acute spasm leading to urinary 
retention. A course of gradual dilatation with sounds 
may prove effective, but in marked cases it may be 
advisable to carry out a partial medial division of the 
sphincter at the trigonal aspect with a cutting diathermy 
electrode, 

2. Acquived.—The:e comprise: (1) muscular, (2) fibrous, 
(3) submucous adenoma, and (4) prostatic adenoma. For 
simplicity only four types have been mentioned, and a 
pure form of each will be briefly discussed. Additional 
types are frequently cited, but these are usually an ad- 
mixture of two or more of the above. Congestion, which 
is a common factor in most bladder-neck lesions, especially 
the prostatic, will be referred to later. 

The muscular type is probably simply a perpetuation 
of the condition which has already been referred to under 
congenital. At the same time it can arise from some 


local irritation, as a ureteritis of the transmural portion 
of one or both ureters, or a polyp situated on the 
The changes observed are similar in 


verumontanum. 
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character to that already given. The trigonal portion of 
the sphincter can be markedly accentuated and _ raised 
well above the trigonal level. When unduly stimulated, 
a Gegree of spasm may ensue which precludes the proper 
emptying of the bladder and iecads to attacks of urinary 
retention. The condition is not infrequently met with 
in highly strung, somewhat neurotic young men. The 
same treatment is advocated as under the congenital form, 

The fibrous type.—This type is secondary to a long- 
standing inflammatory condition in the posterior urethra, 
and is usually associated with chronic prostatitis. The 
interstitial fibrosis commencing in the prostate may 
extend, not only to the bladder neck, but, since seminal 
vesiculitis is a common associate, also to the bladder base, 
impairing the physiolog:cal activity of the trigone. The 
evolution of this type is naturally slow and _ insidious, 
and of all forms of bladder-neck obstruction is the one 
which probably produces the greatest damage to the 
upper urinary tract. The slowness of its onset permits 
a more gradual compensation to occur, and extensive 
renal damage may be present without the individual 
presenting any obvious indications. In consequence, 
these cases require far more careful management in 
preparation for any corrective measures than do the 
relatively rapidly growing prostatic adenomas. 

In the fibrous type symptoms have been present for 
many years—ten, fiiteen, twenty, or longcr. They com- 
mence insidiously in early adult life, and only become 
sufficiently marked to bring the individual for medical 
advice in the fifth to sixth decades. Per rectum the 
prostate is relatively small, somewhat irregular in contour, 
and on palpation is firmly elastic with varying areas of 
density. Tenderness may or may not be increased. 
Some are definitely hypersensitive. Secretion obtained 
by massage will usually reveal the presence of pus. On 
attempting lateral movement the prostate is more fixed 
in its bed than normal. In a case of marked chronic 
infection, bands of adhesions may be present, rendering 
the lateral borders of the prostate less evident. 

Cystoscopically, the bladder neck shows a generalized 
annular contracture ; hence the term “‘ sclerosis of the 
vesical outlet.’’ The secondary changes induced are hyper- 
trophy of the trigone and accentuation of the inter- 
ureteric ridge, with approximation of this to the bladder 
neck, The bladder detrusor usually shows some degree 
of hypertrophy, which in certain instances may _ be 
marked, with cellule formation and the presence of 
diverticula. Probably the greatest incidence of diverticula 
is found in fibrous bladder-neck contractures. 

Median bar formation.—The condition which is most 
commonly referred to as median bar formation appears 
to be an admixture of the muscular and the fibrous 
types. In its simplest form this vesical neck obstruction 
is not associated with any appreciable changes in the 
prostate. The symptomatology is similar to that of the 
purely fibrous prostate, but may become sufficiently 
marked to bring the patient for relief at a somewhat 
earlier age. The changes at the vesical outlet show, in 
addition to a general contracture, a definite thickening 
of the trigonal segment, raising it into a horizontal, well- 
marked ridge. Histologically this bar presents a fibro- 
muscular stroma which varies as to the percentage of the 
components. The best form of corrective procedure for 
the above two types of obstructive lesions is cndoscop.c 
resection, whereby a gutter is made in the trigonal 
portion sufficient to allow proper emptying of the bladder. 

Submucous adenoma.—As previou:ly indicated we are 
indebted to Albarran for differentiating this type from 
ordinary prostatic lesions. Where rectally the prostate 
presents no enlargement or adenomatous changes, and 
cystoscopically an enlarged middle lobe is found, we 
may presume that the condition is due to the subcervical 
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group of glands. Alteration of the subtrigonal glands 
will produce an apparent convex raising up of the trigonal 
floor adjacent to the outlet, the other findings being the 
same. A combination of the two groups will lead to 
a marked, almost polypoidal, projection arising from the 
trigonal aspect of the outlet. The symptematology in 
such cases is of relatively short duration, and cccurs more 
often from the sixth decade onwards, in the usual pros- 
tatic period. The situation of the obstruction is such 
that it very rapidly gives rise to bladder difficulty. 

Local inspection will reveal a convex projection arising 
from the trigonal aspect of the bladder neck, its lateral 
borders mecting the margin of the outlet at a more or 
less acute angle to form a ‘‘ notch.’’ Should any old- 
standing inflammatory changes be present the angles of 
incidence will be rounded off into curves. By noting these 
configurations clinically one can readily arrive at the 
histological character of the condition present, and be 
able, by subsequent study of the removed tissue, to 
confirm the impression gained. 

Prostatic adenoma.—The exact aetiology of prestatic 
adenoma is not yet understood. The lobes chiefly in- 
volved are the middle and the two lateral. The anterior 
lobe, as previously stated, usually atrophies, but may at 
times persist, and even become the seat of an adenoma. 
The rate and degree of enlargement in each of the three 
Icbes may be approximately equal, but inequalities occur. 
Both lateral lobes may hypertrophy in the absence of the 
middle, and vice versa. One lateral lobe only may show 
enlargement, but it is more usual to find both involved, 
thouzh one may be of greater size than the other. 


Diagncsis end Treztment 
Pending cystoscopic proof of the form of prostatic 


enlargement present, rectal examination will provide 
certain indications. If the lateral lobes are equally 


enlarged and show a definite intervening median furrow, 
the inference is that there is practically no median lobe 
present. If both lateral lobes are equally enlarged and 
the median furrow obiiterated and replaced by a con- 
tinuous convex surface passing from one lateral border 
of the prostate over to the other, one would anticipate 
finding an annular type of prostatic enlargement in which 
all three lobes—middle and two lateral—are practically 
coalesced, and encircling the bladder neck, with little 
intravesical projection. Where the upper limits of a 
prostatic enlargement appear to be somewhat ill-defined, 
especially at the “‘ notch ’’ in the upper mid-line between 
the seminal vesicles, one would anticipate find:ng evidence 
of intravesical projection with all three lcbes contributing 
their respective convexities. 

Cystoscopic examination can be carried out in the 
majority of prostatics without producing trauma or upset. 
It should only be done, however, towards the end of the 
preoperative course of treatment, when the patient is 
practically ready for operation. The information gained 
is of the greatest value in determining the mode and 
type of operative procedure best suited to the local 
condition present. With a collar type of fused trilobar 
enlargement there is practically symmetrical encroach- 
ment interrupted at 12 o'clock, and also at 5 and 7 
o'clock, by notches which indicate the boundaries of the 
respective lobes. With a trilobar hypertrophy in which 
the individual lobes are differentiated, the vesical outlet 
is modified by convex encroachments due to each lateral 
lobe and the middle, so that the bladder picture is seen, 
as it were, through a triangular opening. 

There is one factor which is important in most prostatic 
enlargements, and that is congestion. It is evident that 


” 


the presence of a residual urine within the bladder, and 
the frequent efforts to urinate, will create a state of 
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congestion. Excessive intake of alcohol, exposure to cold, 
etc., tends to increase the congestion already present. 
Prostatic symptomatology does not follow a gradual course 
of increasing difficulty, as one would expect of a purely 
mechanical, slowly progressing obstruction. On the other 
hand, it is notorious how variable the symptoms may be. 
There may be periods of weeks or days on end with com- 
parative comfort interspersed with corresponding times of 
marked difficulty. Even during a twenty-four-hour period 
it is usual to find that the symptoms are more trouble- 
some at night, and that an appreciable initial delay is 
associated with each urination, and the stream becomes 
definitely thinner and lacking in force. All these evidences, 
and more, are indicative of congestion. Indeed, it is the 
factor of congestion which as a rule ultimately drives a 
patient to seek relief because of acute retention. 

With regard to the treatment of bladder-neck obstruc- 
tions, I have already suggested endoscopic resection as 
the operation of choice for several of the lesions dis- 
cussed. As this type of operative procedure is rapidly 
gaining ground and being applied to prostatic enlarge- 
ments with success, I feel that it may be of interest 
to outline the development of the method. The method 
has undoubtedly come to stay, but whether it will ulti- 
mately displace the open methods of surgical approach 
to the prostate—suprapubic or perineal—time alone will 
show. 


Transurethral Prostatic Resection 
Long before the Christian era instruments had been 
devised to relieve obstruction to the outflow of the urine, 
but the actual nature of the obstruction remained obscure. 


It was not till 1830 that George Guthrie recognized that, 
apart from the prostatic enlargement, an equally serious im- 
pediment at the neck of the bladder was an elastic bar. Ee 
devised a special instrument like a metal prostatic catheter, 
at the end of which a small knife could be actuated to cut- 
through the bar. In 1874 Bottini introduced his galvano- 
cautery, with which many cases of prostatic enlargement were 
successfully treated per urethram. Freudenberg improved cn 
Bottini’s instrument in 1897 by combining the galvano- 
cautery blade with the irrigating cystoscope, which had now 
come into use. In 1900 the pathology of the bladder neck 
was further enhanced by Albarran, who showed that what 
had been known as the median lobe of the prostate was 
actually no part of the prostate, but a development at the 
expense of the glands lying beneath the mucous membrane 
of the bladder neck, since known as the subcervical glands 
of Albarran. 


From this outstanding contribution investigation by 
various observers led to the impression that prostatic 
hypertrophy almost always has its beginning in the 
subcervical glands, and ultimately involves the vesical 
sphincter, elevating the floor of the vesical neck, and 
pushing down the prostate—thus constituting the middle 
lobe or the horseshoe collar of trilobar acenomatous 
hypertrophy. Apart from prostatic enlargement, the 
other main obstructing factor at the bladder neck has 
received much diverse terminology, and in consequence 
a corresponding amount of confusion has arisen in re- 
ferring to this condition in the literature. Among the 
various names are: median bar formation, the valve at 
the bladder neck, contracture of the vesical neck, median 
lobe hypertrophy, atrophy of the prostate, submucous 
fibrosis of the bladder neck, ‘‘ prostatisme sans prostate,’’ 
sclerosis or atony of the vesical orifice, musculo-glandular 
hypertrophy, hypertrophy of Albarran’s  subcervical 
glands, hypertrophy of the subtrigonal glands, aberrant 
or isolated median lobe prostatic hypertrophy, ‘‘ maladie 
du col vesical,’’ etc. All these indicate the horizontal 
median bar of hyperplastic tisue which contains all the 
elements of the vesical neck. 
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Types of Instrument Used 

The present development of transurethral methods un- 
doubtedly owes its inception to Hugh Yeung of Balti- 
more, who in 1909 described a ‘‘ punch operation ’’ for 
removal of the median bar by means of a_ modified 
endoscope. The method became widely used, but had 
drawbacks in that the actual cut was made_ blindly, 
and serious haemorrhage was not infrequently to be 
contended with. In the same year Beer of New York 
applied the Oudin monopolar current for the destruction 
of villous growths in the bladder, by employing a heavily 
insulated copper electrode through an ordinary catheter- 
izing cystoscope. The procedure was a complete innova- 
tion and came to be known as “ fulguration.’’ Three 
years later—that is, in 1913—Stevens and Bugbee, working 
independently, reported cases in which they had applied 
fulguration to certain bladder-neck lesions, including en- 
larged middle prostatic lobes, with eminently satisfactory 
results. Luys of Paris soon followed with a_ similar 
procedure, which he termed ‘‘ forage de la_prostate.’’ 
In 1920, Caulk of St. Louis evolved a cautery punch 
with which obstructing fibrous bars or small middle lobes 
could be removed under vision and without haemorrhage. 
This instrument with modifications has for some time now 
been extended by Caulk for the resection of enlarged 
prostates. Caulk claims that, after all obstructing per- 
tions of tissue at the bladder neck have been removed, 
and an adequate fresh channel is established, the prostate 
shrinks considerably in size. Although immediate post- 
operative bleeding is obviated, this instrument. is apt 
to produce late haemorrhage when the slough comes away 
one or two weeks after operation. Further, the procedure 
tends to be followed by a rather high incidence of 
secondary infection. Kenneth Walker of London intro- 
duced in 1925 an ingenious diathermy punch, which, 
though proving extremely efficacious in certain forms of 
median bar formation, was yet difficult of application to 
others. 

A fresh impetus was given to transurethral surgery 
in 1926, when Maximilian Stern presented his ‘‘ resecto- 
scope.”’ In describing this new instrument he said: 


“It has become possible to reduce the problem to a mere 
cystoscopic procedure by the evolution of a cutting current 
capable of operating in a water medium, and a cystescopic 
instrument for its application. This instrument is prov:ded 
with a small movable ring or loop of tungsten wire which, 
when actuated by a suitable current, is capable of removing 
longitudinal spaghetti-like sections of tissue. The former of 
these instruments I have named the ‘ resectotherm’ and 
the latter the ‘ resectoscope.’ ”’ 

The principle of Stern’s instrument has since been 
applied to a number of electrotomes, each of which has 
been specially modified according to the ideas of indi- 
vidual urologists both in America and in Europe. Prob- 
ably that of McCarthy of New York is as widely used as 
any. The claims for McCarthy’s instrument are: 

(a) Accurate visualization of the prostatic urethra. 

(b) Greatest possible flexibility of manipulation, under 
vision, of the cutting loop. 

(c) Ample electrical power to excise the obstructing 
prostate under water, with a coincidental minimum of 
haemorrhage and of tissue coagulation. 

(d) Ease of interchange of electrodes for the closure 
of bleeding points. 

(2) At the completion of the operation, a No. F24 
whistle-tipped indwelling catheter can be introduced 
through the sheath, before the latter is withdrawn: a 
definite time-saving and trauma-reducing procedure. 

(f) Rapid epithelialization with a minimum of cicatriza- 
tion. The cutting electrical current employed is from a 
vacuum tube generator which gives 2,000,000 oscillations 
per second. 
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Advantages of Transurethral Operation 

The transurethral route has proved itself the method 
of choice in dealing with congenital and acquired con- 
tractures of the vesical outlet. It is only comparatively 
recently, with the introduction of more efficient apparatus, 
that enlargements of the prostate have been treated by 
this means. Criticism naturally attends every new de- 
parture, and time alone will allow a proper perspective, 
Transurethral prostatic resection aims at re-establishing 
an adequate outflow from the bladder, without atiempting 
to remove as much prostatic tissue as possible. The 
so-called radical operation of ‘‘ prostatectomy ’’ shells 
out only the adenoma, leaving behind a displaced capsule 
of prostatic tissue—from which, not infrequently, and 
if the patient lives long enough, fresh adenomata will 
develop. The open operation in a non-infected adeno- 
matous case is extremely simple and leaves behind a 
clean prostatic bed, which on resolution provides a smooth 
channel and an excellent result. 

Where chronic inflammatory reaction has been present 
prior to the development of adenomata the shelling out 
of the prostate is far from simple. We are all too 
familiar with the laborious effort entailed in such cases, 
an effort which is rewarded by the removal of fragmentary 
portions of dense tissue at the expense of bleeding and 
trauma with consequent shock. The degree of manipu- 
lation necessary tends to traumatize the prostatic venous 
plexus and invite the subsequent formation of thrombi. 
The convalescence in this type of case is, more frequently 
than not, a stormy one, and the after-result as regards 
the condition of bladder neck and posterior urethra in 
many instances such that the patient continues to have 
dysuria and frequency. In dealing with this particular 
type of prostatic lesion, accordingly, one cannot but feel 
that the resectoscope offers in competent hands a safer 
procedure at the time, and a better after-result than can 
be accomplished by the open route. 

Each prostate case should be subjected to a careful 
routine examination, both general and local, and_ the 
exact form of bladder-neck obstruction determined by 
cystoscopy where possible. Infection, when present, 
should be corrected, and the congestion which is almost 
an invariable associate allowed to settle by appropriate 
means before any operative measures are contemplated. 
The mortality of prostatectomy has been reduced during 
the last twenty years mainly through more careful pre- 
operative care. With the application of transurethral 
methods there was a tendency at first to pay less atten- 
tion to preoperative management, but it was soon 
revealed that as much care is necessary as when con- 
templating the open operation. 

The technicalities of prostatic resection need not be 
entered into here, but there are a few points which may 
be mentioned. The procedure is relatively simple. The 
field of operation is visualized throughout the entire 
period. The altered bladder neck is trimmed down step 
by step till a clear channel extends from the trigonal floor 
down to the upper aspect of the verumontanum. It is 
wiser, in the interests of an enfeebled patient, not to 
attempt to remove too much tissue at one sitting, but to 
conclude after the main obstructing portion has been dealt 
with. The more raw surface exposed, the more is ab- 
sorption likely to take place. Further, as the cutting 
loop of the electrode enters deeper planes, some bleeding 
is apt to be induced which may take longer than antici- 
pated to stop. It must be remembered also that the 
electrodes generate heat, and the more cuts made the 
greater will the tissue be heated up, thus encouraging 
ultimate slough formation, possibly secondary 
haemorrhage. It is evident that if, instead of one 
operation which might endanger life, the process can be 
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conveniently subdivided into two or three, carried out 
without any undue risk, the latter course is to be 
preferred. 


After-treatment 

The procedure following transurethral resection is that 
a retention catheter is left in for two to three days. After 
its removal the patient can get up, and is able to void 
as required. At first, owing to reaction oedema, the 
voidings may not be complete, and it is as well in such 
cases to carry out intermittent catheterization morning 
and evening, instilling argyrol or silver nitrate solution 
after the bladder is empty and before removing the 
catheter. This may require to be done for four to five 
days, after which the patient can return home. As a rule 
a period of a week to ten days is sufficient for the post- 
operative course. For debilitated, senile patients, a longer 
period under supervision is advisable. In cases of fibrous 
prostate with long-standing contracture of the vesical 
outlet, the bladder tone is usually much impaired, and 
although a free outflow has been established, some time 
may elapse before the detrusor tone is sufficiently estab- 
lished to effect complete emptying of the bladder. In 
such cases silver nitrate irrigations have proved of the 
greatest value. 

A repeat operation, if the primary procedure has not 
come up to expectations, should not be considered until 
all immediate local reaction has settled and the prostate 
has had some time to shrink. Reinspection of the opera- 
tive field after three weeks will reveal complete epithelial- 
ization, and as a rule no trace of sloughs. Each case, 
however, should be individually judged as to the general 
as well as to the local condition, before further intervention 
is deemed advisable. A repeat operation is invariably 
easier to perform and necessitates a much shorter period of 
care, since no further course of preoperative preparation 
is called for. If the procedure is carried out as above out- 
lined there is no operative shock, and no subsequent pain, 
nor is the patient confined to bed for longer than a period 
of three to four days throughout the entire course of 
corrective treatment. 


Conclusion 

The iaity tends to think that any operation carried out 
after the age of 60 is a ‘‘ do or die ’’ performance, but it 
is the duty of the profession and of science to minimize 
risk and prolong life. It is because such a forlorn view 
of prostatectomy is taken by the majority of people—in- 
cluding some members of the medical profession—that 
victims of prostatism carry on with their complaint till 
finally an acute obstruction brings them suddenly face to 
face with the fact that at last something has to be done, 
and they are by this time reconciled to the worst. It is 
just this aspect of prostatic and bladder-neck trouble 
which one would like to emphasize. Why allow a patient 
to go on with obstructive urinary symptoms till the pros- 
tate is sufficiently ripened to permit of enucleation, when 
all the time progressive renal impairment is taking place, 
and the patient’s general system is becoming more toxic 
and less able for surgical intervention? 

Now that we have the means of determining and cor- 
recting such troubles, even in their incipient stages, is it 
not in the interests of common sense and the community 
at large, that these individuals be immediately attended to, 
and saved unnecessary years of suffering and impairment? 

It has been said: ‘‘ The surgery of the obstructing 
prostate of to-day involves an appreciation of the 


necessity of its early recognition as well as its prompt 
correction when the patient shows his greatest credit 
balance in resilient arteries and other physical assets, and 
before he has got well along the inevitable road to material 
depreciation of those assets. 
have this journey made easier and the road longer.’ 


Moreover, he can and should 
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During the last four years the use of diets containing 
a relatively large quantity of carbohydrate has become 
more and more common in the treatment of Ciabetes 
mellitus. When these diets were first introduced they 
were received with many thecretical objections, but their 
undeniable success rapidly compelled their serious con- 
sideration and encouraged their increasing acceptance. 
This divergence between theoretical objection and 
practical success is no minor discrepancy capable of easy 
adjustment after careful revision of the data, but a 
definite conflict between two diametrically opposed 
conclusions. On the one hand, a well-founded theory 
directs that the carbohydrates in the diabetic’s diet must 
be curtailed if health is to be preserved ; whilst, on the 
other, a brilliant piece of clinical empiricism produces 
irrefutable proof that a liberal allowance of carbohydrate 
acts favourably on the diabetic’s health. At present it 
may be said that the theoretical objections are securely 
established, not only on a logical sequence of experimental 
results, but also on the accumulated clinical experience 
of diabetes mellitus before the introduction of insulin ; 
whilst the beneficial effects attending the use of high 
carbohydrate diets are inexplicable either by any known 
physiological or pathological mechanism, or on the basis 
of previous clinical experience. A probable clue as to 
the nature of the discrepancy is suggested by a considera- 
tion of the chronological relation of the conflicting views. 

The good results following the use of high carbohydrate 
diets were not discovered until after the introduction of 
insulin treatment. This suggests that there exists in the 
bocy a mechanism capable of stimulating the utilization 
of carbohydrate, but which cannot exert its action in the 
absence of an adequate supply of insul'n. It was with 
the object of searching for this mechanism that the 
present work was undertaken, and the employment of 
healthy men as subjects for the search was dictated by 
the supposition that it would only be possible to detect 
the unknown mechanism in subjects possessing the normal 
supply of insulin. 


Theoretical Objections to High Carbohydrate Diet 

Before discussing the present research it is first neces- 
sary to glance at the work upon which the theoretical 
objections to the use of high carbohydrate diets in 
diabetes are based. For a long time it has been known 
that the excessive consumption of carbohydrate by the 
diabetic results in deterioration of his clinical condition. 
It was not, however, until a few years before the discovery 
of insulin that light was thrown, by the work of F. M. 
Allen and his collaborators, on the mechanism of this 
unfavourable clinical change. Allen studied the effect 
of diet upon the health of partially depancreatized cogs, 
and summed up his results by saying:? 

‘“ Dogs which have lost a certain amount of pancreatic 
tissue will become diabetic irrespective of diet. Dogs which 
retain a sufficient amount of pancreatic tissue will never 
become diabetic irrespective of diet. But between these two 
groups is an intermediate group. On an Eskimo diet they 
may be found to live in health. On a Hindu diet they soon 
go down to fatal diabetes.” 

Thus if sufficient pancreas is removed from a dog so 
that it is on the borderline of pancreatic diabetes the 
animal lives, if it receives a low carbohydrate diet, and 
the blood sugar remains low and glycosuria does not 
occur. But if such an animal is given a diet rich in 
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carbohydrates the full clinical and chemical picture of 
pancreatic diabetes appears, and the animal rapidly dies. 
Allen further confirmed the work of other investigators, 
showing that, as a general rule, once pancreatic diabetes 
has been induced in these dogs by excessive intake of 
carbohydrates, then a return to the low carbohydrate 
diet will not cure the condition. It would appear that 
ingestion of excess of carbohydrate overstrained the 
remaining pancreatic tissue so as to produce a permanent 
degree of degeneration. 

In the partially depancreatized dogs which died of the 
diabetes thus induced, histological examination of their 
pancreatic tissue revealed hydropic degeneration of the 
8 cells of the islets of Langerhans, and Allen emphasized 
that this was also found in the pancreas of the patient 
dying in diabetic coma. As by this time the probability 
of the insular tissue’s secreting an “‘ anti-diabetic hormone’”’ 
was generally accepted, conclusions from Allen's work 
were easily drawn. In the partially depancreatized dog 
excess of dietary carbohydrate, by producing a raised 
blood sugar, causes overstrain of the islets in the remain- 
ing pancreatic tissue ; under this strain the cells break 
down and eventually are unable to secrete sufficient 
hormone to prevent the development of pancreatic 
diabetes. At death the £ cells of the islets are in a state 
of hydropic degeneration ; the pancreas from the diabetic 
dead of his disease shows similar lesions ; therefore to 
preserve life in the diabetic the islet cells must be guarded 
against overstrain by maintaining the blood sugar at a 
low level by restriction of carbohydrates in the diet. The 
Allen diet--and the theoretical objections-—-are based on 
these conclusions. 


Practical Experience 

On its first introduction insulin was given merely as 
an adjunct to the Allen diet, but as its use became more 
widespread it began to be employed in conjunction with 
diets containing larger and larger quantities of carbo- 
hydrate, until the present high carbohydrate diet was 
evolved. It had been logically assumed that, in the 
diabetic needing insulin, increase of carbohydrate in the 
diet would necessitate an increase in the insulin dosage. 
But this assumption was speedily found to be false. Not 
only did the diabetic not require a proportionate increase 
of insulin for each extra gram of carbohydrate included 
in his diet, but his insulin requirement often remained 
unchanged. For example, if a patient is balanced on a 
diet containing carbohydrate 50 grams, protcin 80 grams, 
and fat 115 grams and is then changed straight over to 
one containing carbohydrate 129 grams, protein 80 grams, 
and fat 76 grams, in the majority of cases no increase 
of insulin will be necessary. According to the current 
theory the excess of carbohydrate in the second over the 
first ciet should produce the insulin requisite for its 
utilization by ‘‘ flogging ’’ the diabetic’s already diseased 
islets, and the result should be rapid deterioration of the 
clinical condition. But the clinical condition does not 
deteriorate. On the contrary, the patient feels and 
continues to be much improved. 

The only explanation so far offered of this striking 
paradox is on the basis of Allen’s experiments on the 
glucose equivalent of insulin.? Working with depancrea- 
tized dogs, an attempt was made to determine how many 
grams of carbohydrate each voit of insulin would cause 
to be retained in the body. It was speedily found that 
there was no direct linear relation between the carbo- 
hydrate eaten and the dose of insnlin needed to prevent 
glycosuria, and Allen arrived at the conclusion that the 
more carbohydrate ingested the less is the insulin required 
to metabolize each gram, Jt will be seen that this work 


provides no real explanation of the clinical problem, but 
only restates it in a different form. 


The Staub-Traugott Phenomenon 

Up to the present the masterly work of Allen and his 
collaborators has dominated the conception of diabetes 
mellitus, but recently another line of research has begun 
to turn thought in a different direction. In 1919 Hamman 
and Hirschman* described the phenomenon which is now 
usually referred to as the Staub-Traugott effect. They 
showed that if two consecutive doses of glucose are given 
to a healthy subject the hyperglycaemia resulting from 
the second dose is lower than that after the first. The 
current explanation of this phenomenon (Macleod)* is 
that the first dose of glucose sensitizes the insulin-secreting 
mechanism, so that in response to the second dose the 
islet cells secrete insulin more readily and more abundantly 
at a lower level of hyperglycaemia. On the basis of this 
explanation Sweeney,’ in 1927, attempted to explain the 
variations in sugar tolerance found in norma! subjects 
on different diets. Using the ordinary glucose tolerance 
test as a guide, he investigated the sugar tolerance of 
healthy individuals during starvation, on a fat diet, on 
a protein diet, and on a carbohydrate diet. He found 
that protein had little effect ; that fat diets and starvation 
diminished sugar tolerance ; and that carbohydrate diets 
improved sugar tolerance. Sweeney considered that the 
diminished sugar tolerance was due to the impaired 
sensitivity of the insulin-secreting apparatus, consequent 
upon the absence of the stimulus of carbohydrate ingestion, 
and that the improved tolerance was the result of the 


increased sensitivity of this mechanism, owing to greater - 


stimulation. 


Effect of Diet on Insulin Action 

All the work we have considered so far has dealt with 
the influence of diet only upon either normal or abnormal 
carbohydrate tolerance. It is surprising that little atten- 
tion has been paid to the effect of diet upon the action 
of insulin itself. A few papers, however, have appeared. 
Bainbridge® and Hynd and Rotter’ showed that animals 
convulsed earlier after injection of insulin on a carbo- 
hydrate than on a fat diet. It appeared to me that a 
key to the problem of the influence of diet upon the 
healthy subject’s sugar tolerance lay in a possible relation 
between the organism’s tolerance for sugar and_ its 
sensitivity to insulin. If it were found that high carbo- 
hydrate diets, which improve sugar tolerance, sensitized 
the subject to insulin, then the effect of diet upon insulin 
action would have been established, and the observation 
that many diabetics need no more insulin on the high 
carbohydrate than on the low carbohydrate diet could 
be explained on these lines. It was accordingly determined 
to investigate the result of different dietetic conditions, 
both on sugar tolerance and on sensitivity to insulin, with 
a view to discovering whether a correlation existed between 
the two phenomena. 


Methods Employed 

For the purpose ot this investigation healthy young mei 
were used. They varied in age from 18 to 22 years, and as 
far as could be ascertained they had never suffered from any 
serious illness and were in perfect health during the experi- 
mental period. They were admitted to the ordinary ward of 
the hospital and underwent the usual routine of hospital 
patients, save that thev were allowed up during the morning 
and afternoon. The special diet allotted to them was pre- 
pared and weighed in the diet kitchen of the hospital, and 
its consumption was checked by the ward sister. There was 
no reason to suspect that any of them surreptitiously supple- 
mented his diet in any way. No experiment was carried out 
until the specified diet had been given for one week, and 
only one experiment was performed on the saime day. On 
the day before an experiment the subject retired to bed at 
6.30 p.m., and remained there (without breakfast) until $.30 
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the ward and was allowed to rest for half an hour: the 
experiment commenced promptly at 10 o’c’ock. During the 
whole of the subsequent procedures the patient remained at 
rest in an easy-chair, and precautions were taken to keep him 
comfortably warm. Blood specimens were taken from the 
ear, and the blood sugar was estimated by the Hagedorn- 
Jensen method. 

For the glucose-tolerance curves three blcod samples were 
taken in the resting state ; 50 grams of glucose in 300 c.cm. 
of cold water flavoured with citric acid and essence of lemon 
were given by mouth, and blood samples were then taken 
every ten minutes for three hours. 

For the curves folowing injection of insulin—insulin depres- 
sion curves—tour blood samples were collected in the resting 
state; 5 units of a solution of crystalline insulin were in- 
jected intravenously, and blood samples were collected, first, 
every two minutes, and, later, every three minutes, for thirty- 
five minutes. The technique for obtaining satisfactory blood 
samp'es with this frequency necessitated the training of a 
team of assistants, and the test is for this reason impracticable 
outside an experimental laboratory. It was necessary to use 
a solution of crystalline insulin, as commercial insulin contains 
an impurity which, on intravenous injection, causes a transient 
but variable degree of hyperglycaemia. 


Results 
- In Fig. 1 two glucose-tolerance curves in the same subject 
are represented—the one (high fat diet) on a low-carbohydrate- 
high-fat diet ; the other (high carbohydrate dict) on a high- 
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Fic. 1.—Two sugar-tolerance curves after 50 grams glucose ; 
both obtained un the same healthy subject. 


The upper cne was 
obtained when the subject was taking a high fat diet, the 
lower when he was taking an equicaloric high carbohydrate diet. 


carbohydrate-low-fat diet. Both diets were of the same total 
calorie value. It will be seen that on the high fat diet the 
sugar tolerance was diminished, as indicated by a high degree 
of hyperglycaemia after glucose ; whilst on the high carbo- 
hydrate diet the glucose tolerance was raised, as demonstrated 
by the low hyperglycaemia after oral glucose. 

Fig. 2 shows two insulin depression curves, one being 
obtained on a high fat diet and the other cn an equicaloric 
high carbohydrate diet. It is evident that on the high fat 
diet insulin takes longer to act, and then acts more slowly, 
on the blood sugar than when the subject is given a high 
carbohydrate diet. 

These two results are examples of a wide range of experi- 
ments on healthy men* and animals’ which I have presented 
elsewhere, and it may be stated as a general rule that those 
dietetic conditions which bring about improvement of sugar 
tolerance ave always associated with an increased susceptibility 
of the organism to insulin, whilst those which cause impair- 
ment of sugar tolerance are invariably accompanied by a 
decreased susceptibility. 

Another method for improving the sugar tolerance is that 
exemplified in the Staub-Traugott phenomenon. One dose of 
glucose will lessen the hyperg ycaemia resulting from a second 
dose ; the latter, in turn, will diminish the hyperglycaemia 
from a third dose. Subjects habituated to a specified diet 


were therefore selected, and the rate at which insulin depressed 
the blood sugar was determined. 


Some days later, to the 


same subject, 50 grams of glucose were given, and one hour 
after the resulting hyperglycaemia had comp!etely subsided 
the standard dose of insulin was injected and the rate of 
depression of the blood sugar again estimated. After glucose 
the blood sugar with insulin sank much more rapidly than in 
the fasting state ; the administration of thé preceding dose of 
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Fic. 2.—Two insulin depression curves after 5 units. of 
crystalline insulin solution intravenously ; both obtained on the 
same healthy subject. The upper one was taken during the 
high fat regime, the lower when he was taking an equicaloric 
high carbohydrate diet. 
glucose had caused, in the subject, the development of a state 
of increased susceptibility to insulin. This experimental 
observation merits further consideration. 


Discussion of Experimental Findings 

Zunz and la Barre'® have demonstrated that a rise of 
blood sugar induces secretion of insulin by the pancreas. 
In the Staub-Traugott experiment the first dose of glucose 
brings about this secretion of insulin, but, as I have 
demonstrated, it also gives rise to a state of increased 
susceptibility to insulin. With the second dose the 
hyperglycaemia again calls forth the secretion of pancreatic 
insulin, but, the animal being now more susceptible, less 
insulin is required to reduce the hyperglycaemia to the 
normal level of blood sugar. Thus to explain the Staub- 
Traugott effect there is no necessity to postulate that 
glucose ingestion results in an increasing sensitivity of 
the insulin-secreting mechanism, for even if the same 
amount of insulin is secreted in response to each dose of 
glucose the consecutive improvements in tolerance can be 
adequately explained by the experimental observation 
of the progressively increasing susceptibility of the 
organism to insulin. 

Now the maintenance of the blood sugar at normal 
levels is largely dependent upon the secretion of pancreatic 
insulin. This has recently been proved very beautifully 
by Gayet,'! who has shown that when the pancreas is 
cut out of the circulation the blood sugar begins to rise ; 
when its circulation is restored the blood sugar returns 
to, and remains constant at, the normal level. Consider 
the normal subject in the basal state. To maintain the 
blood sugar constant at the fasting value a certain out- 
put of insulin from the pancreas is necessary: 50 grams 
of glucose are now given, the hyperglycaemia is allowed to 
subside, and the blood sugar comes to rest within a few 
milligrams per 100 c.cm. of the fasting level. But we know 
by experiment that the subject is now more susceptible 
to insulin, and therefore the pancreas must be putting 
out less insulin than it did in the fasting state ; otherwise 
the blood sugar would tend to hypoglycaemic levels. If 
the procedure is repeated we shall find that, after a further 
dose of glucose, when the blood sugar has returned to 
resting levels the animal is still more susceptible to 
insulin, and therefore the secretion of insulin from the 
pancreas must be still further reduced. 
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We thus arrive at the conclusion that the progressive 
diminution of hyperglycaemia in consecutive glucose- 
tolerance curves is due to the progressively increasing 
susceptibility of the subject to insulin, this increase being 
so marked that an actual decrease in the output of 
pancreatic insulin would appear to accompany the 
improving tolerance. From these considerations the 
explanation of the improved tolerance found in a normal 
subject on a high carbohydrate diet becomes clear. The 
increased tolerance is due to the organism’s increased 
susceptibility to its own insulin. Similarly, the diminished 
tolerance seen in starvation and in subjects receiving a 
low-carbohydrate-high-fat diet is owing to their lessened 
susceptibility to their pancreatic insulin. Further, we 
have brought forward results" which show that the ability 
of an animal to develop an increasing susceptibility to 
insulin after administration of carbohydrate is influenced 
by the diet which it is receiving. A carbohydrate diet 
facilitates the development ; a fat diet retards it. 

It must be remembered, however, that we have not 
demonstrated whether the heightened susceptibility seen 
on the carbohydrate diet is the result of the excess of 
carbohydrate or of the restriction of fat in the diet, and, 
similarly, whether the lowered susceptibility on the high 
fat diet is the outcome of the restriction of carbohycrate 
or the excess of fat in the diet. It is possible that in 
the removal of the blood sugar some factor other than 
insulin is concerned—an unknown factor which governs 
the susceptibility of the animal to insulin. As to the 
nature of the unknown factor we have no information. 
It seems to be intimately connected with insulin action. 
There are two simple possibilities. The factor may be 
an inhibitor of insulin and its production be inversely 
proportional to the carbohydrate content of the diet ; or 
it may be an activator of insulin, whose production is 
directly proportional to this content. On evidence 
brought forward elsewhere* '* I incline to the activator 
hypothesis. 


Clinical Significance of the Results 

The results recorded in this paper carry us some way 
towards the explanation of Allen’s glucose equivalent of 
insulin. The reason behind the observation that the 
more carbohydrate ingested the greater the amount 
retained in the body by each unit of insulin is that the 
more carbohydrate eaten the more sensitive the organism 
becomes to each unit. Hence the paradox of the glucose- 
insulin equivalent. It will be remembered that Allen’s 
experiments were carried out on depancreatized dogs, 
and thus demonstrate that such a dog under the stimulus 
of the administration of carbohydrate is capable of 
developing an increasing sensitivity to insulin. 

My results show that the giving of carbohydrate raises 
the efficiency of both injected and pancreatic insulin in 
the normal subject. It only remains to prove that carbo- 
hydrate has the same action in the diabetic and the 
explanation of the beneficial effect of high carbohydrate 
diets in these patients has been achieved. Ellis'* has 
recently supplied this proof. To diabetics needing large 
doses of insulin he gave glucose by mouth and small 
doses of insulin every hour, A remarkable increase in 
insulin efficiency resulted. Despite the ingestion of 
constant large amounts of glucose the dose of insulin 
required to restrain the blood sugar within normal limits 
decreased progressively. These results show that some 
diabetics, though possibly not all, are capable of develop- 
ing a heightened sensitivity to insulin under the stimulus 
of carbohydrate ingestion. Thus the improvement of 
diabetic patients on a high carbohydrate diet is to be 
ascribed not to the greater stimulation, and consequent 
overstrain, of their insulin-secreting tissue by the excessive 
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diabetic more susceptible both to his pancreatic and the 
injected insulin. The result is that each unit of insulin 
available accounts for a greater amount of carbohydrate, 
This, necessarily, by allowing a more economical utilization 
of the insulin secreted, reduces the demand of the body 
for insulin, with a consequent easing of the strain on 
the diseased islet cells. By thus lightening the burden on 
the cells which remain capable of function it is possible 
that we aid their conservation as healthy tissue, and save 
rather than squander the patient's own pancreatic 
resources. 

If the augmentation of a Ciabetic’s sensitivity to insulin 
is of importance in the balanced state, it is of much 
greater importance in the state of coma. It is well known 
that hundreds of units of insulin may be given in this 
condition with little effect on the blood sugar, when in 
the same diabetic after recovery 20 or 30 units will 
produce hypoglycaemic symptoms. Many comatose and 
precomatose patients seem to be relatively insensitive 
to insulin, and “any measure directed to raise their 
sensitivity would appear to be of benefit. To this end 
glucose should be administered in large doses. The 
success of treatment based on this yirinciple I have 
recorded previously,' and the method has since been 
strongly recommended by Lawrence.'° 

A growing number of cases of diabetes are being. 
reported in which the patients for no ascertainable reason 
are found to be resistant to insulin. In one such case 
doses as large as 1,600 units of insulin a day had no 
effect on the blood sugar. It is possible that these 
cases may be explained by an almost complete absence 
of the factor making for susceptibility. In contra- 
distinction to these insulin-resistant diabetics, cases of 
spontaneous hypoglycaemia in which no hypertrophy or 
tumour of the islet cells can be found are continually 
being recorded. In such patients it is theoretically 
possible that the hypoglycaemia may be the outcome not 
of hyperinsulinism, but of the development of a state of 
a greatly heightened susceptibility to insulin secreted by 
the pancreas. 

Finally, I would suggest the possibility of the existence 
of a type of diabetes due not to diminished secretion of 
insulin by the pancreas, but to a greater or less impairment 
of the organism’s susceptibility to insulin. In such a 
case, although the output of endogenous insulin may be 
normal in quantity, the diminution or absence of the 
factor which is concerned in rendering the patient 
susceptible to insulin would produce a result identical 
with that of impaired production of insulin—namely, the 
clinical picture of diabetes mellitus. 

I should like to thank Dr. J. W. 
Physiological Research Laboratories for supplying me with 


for controlling the diets of the experimental subjects. 
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A CASE OF AGRANULOCYTIC ANGINA 


BY 
A. DALY BRISCOE, M.A., M.B., B.Cuir. 


Only five cases (all in females and four fatal) of agranulo- 
cytic angina have been reported in this country. In 
America and on the Continent, however, many cases have 
been investigated, and much has been written on the 
subject. By far the majority of patients have been 
females, and the mortality has been very high. Batten’ 
was the first to record a case in England, and subsequent 
cases have been reported by Garrod and Williams,? 
Pilkington,* Leys,* and Abrahams.* It appeared, there- 
fore, that a case occurring in a man of 71, wich subsequent 
recovery, was sufficiently unusual to be worth putting 
on record, 
History of Case 

The patient, a small, spare man, aged 71 years, had not 
felt well since June, 1933. He complained of feeling easily 
tired, of being irritable, and of having a poor appetite. The 
only previous history of any importance was an attack cf 
renal colic six years before, which was followed by the passage 
per urethram of a small calculus. 

He was first seen on August 3lst, 1933. In addition to the 
symptoms mentioned above he had some difficulty and pain in 
swallowing, owing to an ulcer which was situated on the left 
side of his tongue in its posterior third. This was oval in 
shape and covered with a whitish slough. Its edge was not 
hard or indurated. There were no enlarged glands to be felt. 
All his teeth had been extracted some years before, and he 
was a non-smoker. He stated that his tongue had been sore 
for a few days. He continued at work for two days, but 
felt progressively poorly, and took to his bed on September 
8rd, 1933. He was seen on the next day, when he had 
developed painful haemorrhoids, of which he had had previous 
attacks, and complained of pain on passing urine. 

Digital examination of the rectum, which proved very pain- 
ful, revealed a large, tender prostate. The urine was markedly 
acid, but no albumin or sugar was found; there was no 
deposit. The ulcer on the tongue was more painful, and 
there was considerable dysphagia, but the appearance of the 
ulcer was little altered. There was, however, some cedematous 
swelling around it, but not to any great extent. The painful 
micturition increased in intensity during the next two days, 
and the pain on defaecation was also aggravated. These 
symptoms now became the prominent features of the case, 
and proved more troublesome to the patient than the con- 
dition of his mouth. 

On September 6th the temperature rose to 101.49 F. at 
9 p.m., having been normal that morning. On September 
8th there was some aphthous ulceration of the upper lip, and 
he was obviously feeling weaker, but his chief discomfort 
was that of frequent and painful micturition, and the haemor- 
rhoids were still swollen and inflamed. The ulcer on the 
tongue did not appear to be any larger, but the slough 
appeared more “‘ dirty.’’ There was a slight icteric tinge of 
the sclerotics, but no enlargement of the liver was felt. The 
spleen was not palpable. There was no evidence clinically of 
any anaemia. The blood pressure was 116/70. 

By September 10th the patient was much weaker, and with 
the continued fever it was felt there might be some obscure 
sepsis somewhere. A leucocyte count was done, but instead 
of a suspected leucocytosis a very marked leucopenia was 
found—370 per c.mm. It then became apparent that this 
might be a case of agranulocytic angina, and a blood film 
examined on the following day showed only 4 per cent. of 
polymorphs present, and the provisional diagnosis was con- 
firmed. (The blood urea was 21 mg. per 100 c.cm.: this was 
done in view of the previous history of renal calculus.) 
Micturition continued to be painful, but no ulceration at the 
urethral meatus was discoverable, nor was there any anal 
ulceration, but the possibility of rectal ulceration could not 
be excluded. Insomnia was troublesome. At no time was 
the pulse raised above 100 ; more often it was 84 to 88, even 
when the temperature was in the region of 101°. The 


highest temperature recorded was 101.49. 


Blood Counts 


The full pathological report on the blood film of September 
11th was as follows: ‘‘ The red cells appear normal, and there 
are platelets present. There are no abnormal white cells, 
but a differential count gives the following result, which 
shows a very marked polymorphonuclear leucopenia: poly- 
morphonuclears, 4 per cent. ; lymphocytes, 86 per cent. ; 
monocytes, 10 per cent.’’ A swab was taken of the ulcer, 
and on culture gave a moderate growth of haemolytic 
Streptococcus longus, with an occasional colony of Staphylo- 
coccus albus. On September 12th the tongue ulcer was 
definitely clearer, and the patient was certainly no worse. 

On the next day a small quantity of dirty-looking material 
was discharged from the left nostril, and the patient then 
said that for two days his left nostril had been unccmfortable 
and slightly tender. On this date further blood films were 
examined, and the report was: ‘‘ Red cells normal in size, 
shape, and colour ; white cells similarly normal. A differen- 
tial count, however, shows the condition to be very much 
the same as before: polymorphs, 5 per cent. ; lymphocytes, 
87 per cent. ; monocytes, 8 per cent.’’ From now onwards 
his condition slowly but steadily improved. The tongue 
showed signs of definite improvement each day. On Sep- 
tember 14th the temperature was below 99° for the first time 
since September 6th. 

On September 15th the differential count was: polymorphs, 
17 per cent. ; lymphocytes, 74 per cent. ; mononuclears, 9 per 
cent. ; no basophils or eosinophils. The next day the total 
white cell count was 1,800 per c.mm. The patient was now 
much better. The painful micturition was easier, and the 
haemorrhoids were subsiding. The tongue ulcer had cast its 
slough completely, leaving a clean base. From now on his 
progress was uninterrupted. The tongue ulcer healed rapidly. 
The slight superficial ulceration of the upper lip was quite 
healed by September 18th. A differential count three days later 
showed: polymorphs, 54.5 per cent. ; lymphocytes, 38 per 
cent. ; mononuclears, 7 per cent. ; basophils, 0.5 per cent. ; 
eosinophils, nil. He had now no complaints at all, and 
looked much better. He was able to get up on September 
30th. 

The blood was finally examined on October 7th and the 
following complete report made: red cells, 6,200,000 per 
c.mm.; haemoglobin, 86 per cent. ; mean diameter, 7.4 u ; 
colour index, 0.6 ; white cells, 5,700 per c.mm.—polymorphs 
64 per cent., lymphocytes 31 per cent., mononuclears 4 per 
cent., eosinophils 1 per cent. This confirmed haemato- 
logically his complete recovery clinically. 

During the succeeding six months this patient has kept 
well, and on April 6th, 1934, the following report on a blood 
film was received: ‘‘ The red cells are of good colour, shape, 
and size. White cells are not seriously diminished. Differ- 
ential count: polymorphs, 66.6 per cent. ; lymphocytes, 28 per 
cent. ; mononuclears, 4 per cent. ; eosinophils, 1.2 per cent. ; 
basophils, 0.2 per cent.’’ There were no sequelae. 


Comment 

No specific therapy was employed. Blood transfusion 
was considered, but owing to its doubtful value was not 
carried out. Treatment by % rays has not been univer- 
sally successful, and was not used, nor were injections of 
pentose nucleotide 96 or of sodium nucleinate given. 
There was never any ulceration of the pharynx or fauces. 
The ulcer on the tongue did not spread. The ulceration 
of the upper lip was quite superficial. There was evi- 
dently some ulceration of the nasal mucous membrane, 
and, although not certain, ulceration of the rectum and 
urethra was probable. 

The points of special interest in the case are: (1) the 
fairly long prodromal period of slight ill-health ; (2) that 
the patient was a male ; (3) that his age was 71 ; (4) that 
the total leucocyte count fell to 370 per c.mm. ; (5) that 
recovery was complete ; (6) the high percentage of mono- 
cytes, which, according to Conner et al,* indicates a more 
favourable prognosis ; (7) that the fever lasted seven days, 
which is the most usual time, according to Jackson 
et al.’ 
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Conclusion 

There was no apparent cause, and this case must be 
considered as primary or idiopathic agranulocytic angina. 

It would appear that in any case of ulceration of the 
mouth, tongue, fauces, or*any other mucous membrane 
without definite cause, yet with severe constitutional 
disturbance, an examination of the blood should be carried 
out to exclude the possibility of agranulocytic angina. 

My thanks are due to Dr. W. F. Addey of Ipswich for his 
help in consultation ; to Dr. E. Biddle, pathologist to the 
East Suffolk and Ipswich Hospital, for carrying out the 
pathological investigations ; to my partner, Dr. E. F. R. 
Alford, for his assistance at various times ; and to Mr. T. J. 
Shields, Librarian of the British Medical Association, for his 
help in looking up the references. 

REFERENCES 
" Batten: Lancet, 1929, i, 440 
“Garrod and Williams: Ibid., 1981, i, 469. 


* Pilkington: Ibid., 1982, i, 1307. 
* Leys: Ibid., 1933, i, 750. 
° Abrahams: Ibid., 1923, 1, 1068. 


* Conner, Margolis, Arch. Int. 
222. 

Jackson, Parker, and Taylor: Amer. Journ. Med. Sci., 
clxxxiv, 297. 


3irkeland, and Sharp: Med., 1932, 


1932, 


FULL-TERM EXTRAUTERINE PREGNANCY 
WITH LIVING CHILD 
BY 


W. ARKLAY STEEL, M.D. St.Anp., M.R.C.P.Lonp. 


HILLINGDON COUNTY HOSPITAL, UXBRIDGE 


The recent publication of a very interesting article with 
a case report of full-term ectopic gestation’ prompts the 
record of a similar case which occurred in the practice 
of Redhill County Hospital. This simulated a normal 
pregnancy so closely that at no time was the possibility 
of an ectopic gestation considered, although in the 
light of later knowledge the latter diagnosis should have 
suggested itself at the time of the patient’s first attend- 
at hospital. The patient attended on 
occasions Over a period of four months. 


ance several 


Clinical History of Case 


M. C., primipara, aged 24 years, was admitted to 
Redhill County Hospital, Edgware, on April 5th, 1932. 
At the age of 14 years she was operated upon for appen- 
dicitis, and was afterwards troubled with a ventral hernia, 
which developed in the operation scar. Each menstrual 
period was preceded by pain and a slight vaginal discharge. 
Her last menstrual period commenced on October 23rd, 
1932. 

Three weeks prior to her admission to hospital she had 
an attack of severe pain in the abdomen. She was im- 
pressed by the suddenness of the onset of the pain, which, 
she stated, occurred in the lower part of the abdomen, 
being much more severe on the right than on the left side. 
This severe pain, which lasted for about a day and then 
gradually ciminished in intensity, was associated with a 
slight pain in both shoulders ; she herself described it as 
“sharp ’’ and “' like twisting knives.’’ Following this 
attack there had been a vaginal discharge, which after 
a fortnight diminished in amount. 

When admitted to hospital she described the pain as 
being much less severe and of a dragging nature, but 
added that the act of micturition was accompanied by 
pain. She was extremely nervous and apprehensive of 
examination. The temperature was 98° F., pulse 86, 
respirations 24. The bowels were regular. A centrally 
situated tumour reaching to the umbilicus was regarded 
as the uterus enlarged to the period of cyesis. Tenderness 
was present over the whole abdomen, but was most 
marked in the iliac fossae. The presence of this tumour 
The cervix was 
There was tenderness in 


was confirmed by vaginal examination. 
soft and the external os closed. 
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the right and left fornices. The fundus of the uterus 
could not be defined from the tumour, which filled the 
pelvis and reached into the abdomen. A catheter specimen 
of the urine showed no abnormality. She was discharged 
from hospital on April 14th, 1932, having been then for 
some days entirely free from symptoms. 

The patient reported at the ante-natal clinic on May 
9th, 1932, and thereafter attended on three occasions prior 
to her readmission to hospital on July 29th, 1932. A 
radiogram taken on July 16th showed the foetus had 
assumed the transverse position. The head was lying in 
the left iliac fossa. Attempts at external version failed 
to alter this, and the position was maintained until August 
9th, when it was decided to attempt external version 
under anaesthesia. 

In contrast to the difficulty experienced in previous 
attempts at version, the head was. very readily moved 
and maintained in the vertex position. As the head com- 
menced to turn it was noted that a definite ‘‘ snap ’’ was 
conveyed to the palpating hand. The head was floating 
well above the brim of the pelvis. A vaginal examination 
was carried out, and a large placenta was felt occupying 
the entire pelvis. It was seen at once that the patient’s 
condition had become worse, and the anaesthetic was 
immediately discontinued. She became very blanched 
and extremely shocked. When conscious she complained 
of severe abdominal pain. It was thought that the uterus 
had been ruptured, and an operation was immediately 
carried out under chloroform and ether anaesthesia. 


Operation 
The abdomen was opened by a midline incision. The 
abdominal cavity was found to be full of blood. A living 


female child was extracted. The umbilical cord was cut 
between ligatures. A normal uterus was then palpated 
and seen lying anterior to the placenta, which swayed 
at the end of a strap-like pedicle. This pedicle was from 
3 to 4 inches broad, and was attached to the posterior 
aspect of the right broad ligament. As large blood vessels 
were seen coursing through the pedicle, it was accordingly 
severed between clamps and the stump ligatured with 
catgut. A thick-walled, ruptured sac was adherent 
to the coils of the small bowel and also to the omentum. 
The sac was readily separated, and very little of it had 
to be left behind owing to its persistent adhesion. The 
patient’s condition was extremely precarious. A pint of 
the blood which had been sucked out of the peritoneal 
cavity during the course of the operation was given to her 
intravenously. Thereafter her condition rapidly improved, 
and undoubtedly this case marks a further illustration of 
the life-saving value of auto-transfusion of blood. The 
convalescence was uneventful, and she was discharged on 
September 7th, 1933. She was examined again on May 
7th, 1934—that is, twenty months after her operation, 
when she stated that menstruation was in every way 
normal. At no time since the operation had she experi- 
enced any pain or discomfort. 

After the operation the child showed signs of shock 
but rallied with treatment. Her colour was then good, 
and she seemed apparently healthy. Unfortunately the 
child died suddenly twelve hours after birth. 


Post-mortem Findings 
A necropsy was carried out on the body of the child, 
and the following details were noted: 
inches 
oz. 


17} 
6 Ib. 


Length of child 
Weight of child 


Although a careful examination was made, no abnor- 
mality or deformity was found. Sections of different parts 
of the skeleton were reported on as follows : 


‘“The sternum shows centres of ossification in the manus 
brium and three centres in the body. Ossification is commenc- 
ing in the lower end of the femur in the lower epiphysis. The 
epiphysis at the upper end of the tibia shows no sign of 
ossification. The placenta weighs 3 lb., is fully formed, and 
measures 8 inches in diameter. It appears to be perfectly 
normal, except for the thickness of the membranes attached 
to it.’’ 
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Commentary 

The tarsal bones were also sent for examination, but 
unfortunately no report of these was obtained. 

There seems to be little doubt from the details given 
above that this was a full-time child. It would appear 
that the ‘‘ snap ’’ which was noticed at the commencement 
of the version was due to the rupture of the sac, and this 
case must be the more remarkable from the fact that the 
child survived the interval of at least one hour which 
elapsed between the version and the time of operation. 


REFERENCE 


* Bruce Low, E., and McCurrich, H. J.: British Medical Journal, 
April 14th, 1934, p. 657. 


Clinical Memoranda 


SPONTANEOUS RUPTURE OF THE UTERUS AT 
THE TWENTY-FOURTH WEEK OF 
PREGNANCY 


Uterine rupture at any stage of pregnancy is becoming 
less frequent. This is to be accounted for by the greater 
knowledge of, and better attention paid to, the conditions 
which predispose to it, to the better prenatal care of 
patients, and to the more careful and gentle treatment 
of labour, especially when complicated. 


A woman, aged 28, was admitted to Addenbrooke’s 
Hospital as an emergency on June 18th, 1930. She had had 
two healthy children after normal pregnancies and confine- 
ments. Since the previous December she had had amenor- 
mioea, and was about twenty-four weeks pregnant. Up till 
and during the previous day she had been perfectly well, and 
had had a normal night’s rest. At 6 a.m. she was up and 
moving about her house, starting her daily duties, when she 
suddenly had very acute abdominal pain and faintness. Her 
doctor was sent for, and when he arrived he found her in 
a state of collapse. He very rightly diagnosed some form 
of internal haemorrhage, probably intrauterine and of the con- 
cealed accidental type. It is important to note that there 
was no history of the slightest trauma, fall, or shock. 

The patient was immediately sent into hospital, and I saw 
her shortly after her arrival. She was exceedingly pale, the 
pulse was uncountable (about 180 to 200), and she was only 
semi-conscious. In fact, her state was one of very profound 
collapse. On examination the abdomen was not particularly 
tender, and, when roused, she did not complain then of much 
pain. Foetal parts could be felt in the lower abdomen in 
a swelling corresponding in size with the period of amenor- 
thoea. A diagnosis of intrauterine haemorrhage was made, 
and the vagina was plugged pending some reaction on the part 
of the patient. She was infused both intravenously and sub- 
cutaneously, and kept under morphine. In the evening the 
pulse was 120 and fairly satisfactory. The patient was by 
this time quite conscious, but no uterine pains had 
developed. The abdomen had become more generally dis- 
tended, and was tender all over. In addition, a mass about 
the size of a small coco-nut could be felt low down in the 
abdomen and rising out of the pelvis. 

The diagnosis was still uncertain, except that it was now 
obvious that the internal haemorrhage, whatever the origin, 
was intraperitoneal. It was decided, therefore, to open the 
abdomen. Under nitrous oxide and oxygen the abdominal 
wall was thoroughly infiltrated with novocain. On opening 
the peritoneum the first things that presented were foetal 
membranes over foetal parts ; the peritoneal cavity contained 
much dark blood and clot. On further investigation the 
ovum was found intact, the placenta seemingly being attached 
to the back of the uterus, which, before the abdomen was 
opened, had been felt as the mass low down and rising from 
the pelvis. A touch with the fingers at the back of the 
uterus completely separated the ovum containing its six- 
months foetus, and the whole was lifted out. On inspecting 
the back of the uterus a pouting laceration, about two inches 


long, with irregular margins, was seen. Having removed as 
much blood as possible, a rapid supravaginal amputation of 
the uterus was performed, as being the best means of dealing 
with so desperate a condition. Saline in quantity was left 
in the abdomen, and the wound rapidly closed. For the next 
four days the patient seemed to be getting on well, and every 
hope was entertained of her recovery. Quite suddenly, how- 
ever, in the afternoon of the fifth day, she took a turn for the 
worse and died. Necropsy was refused. 

The upper part of the uterus removed at operation shows 
the rent in the centre of the back of the fundus. The 
specimen was sent up to the medical schools, and very care- 
ful microscopical examinations were made in the department 
of pathology. The following is the report. 

‘“Sections have been made from the unaffected and 
affected portions of the uterus. In the unaffected portion 
there is normal uterine muscle, with perhaps, in places, a 
tendency to a very slight increase of fibrous tissue. In the 
affected portion the site of rupture shows a large collection 
of polymorphonuclear leucocytes, which may be an indica- 
tion of infection or an expression of general leucocytosis of 
a post-haemorrhagic type. The muscle is degenerate and 
hyaline at the site of rupture, and is invaded by collections 
of large mononuclear cells and, here and there, giant cells of 
the foreign body type. These are not suggestive of any 
specific inflammation, but merely of a reaction of chronic type. 
Special staining for fatty degeneration gives negative results. 
A Gram stain for organisms shows numerous large Gram- 
positive spherical bodies, which were at first thought to be 
members of the yeast group. Further and more detailed 
study, however, disposes of this. They are probably aberrant 
collections of pigment, some of which are being digested by 
the polymorphonuclear leucocytes. The cause of the chronic 
infection of the uterine muscle must remain uncertain. An 
atypical syphilitic infection is an outside possibility, but 
this is mainly speculative.”’ 


Uterine rupture is roughly divided into two kinds: (1) 
complete, when the peritoneum is involved ; (2) incom- 
plete, when the tear enters the parametrium, having 
usually extended up from the cervix. Complete rupture, 
of which this case is an instance, can occur spontaneously, 
quite apart from powerful uterine contraction or operative 
delivery. Such would occur in a uterine wall weakened 
by myomectomy or Caesarean section, when the resulting 
scar tissue causes a weak spot in the wall. It can occur 
in a uterus congenitally weaker than the normal, such as 
the so-called ‘‘ infantile type,’’ or in a uterus bicornis. 
But if spontaneous rupture does occur it almost always 
does so at or near term. In this case spontaneous rupture 
occurred at the twenty-fourth week without trauma or 
uterine contraction, and there had been no operative 
intervention in the uterine wall previously. Some morbid 
change in the uterine muscle must have occurred locally, 
and the fact that the patient had had two previous normal 
pregnancies and labours shows that the change must have 
taken place since the last puerperium. The microscope 
has shown these changes in the wall. It was unfortunate 
that the ovum was destroyed after it had been carefully 
kept by me with the uterus from which it had come. 
An examination of the foetus might have thrown some 
light on this rather obscure condition. The refusal of 
necropsy also possibly robbed us of important information. 

In conclusion, it should be mentioned that no drugs 
had been taken or administered, and the fact that the 
ovum escaped from the uterus intact disposes of any 
suspicion of an attempt having been made to procure 
abortion. Diagnosis was made difficult by the absence of 
trauma and the early stage of gestation at which rupture 
took place. 


I am greatly indebted to Dr. R. A. Webb of the depart- 
ment of pathology for the trouble he has gone to in trying 
to elucidate the case for me. 


J. R. Camppert Canney, M.A., M.D.,-B.Ck. 
Cambridge. 
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SPONTANEOUS RECOVERY IN SUPERIOR 
MESENTERIC THROMBOSIS 


An interesting case of acute abdominal disease was recently 
admitted to the Kimberley Hospital, and with a view to 
obtaining the comments and opinions of others I should 
like to recount its salient features. 


A male, aged 74, complained of intense abdominal pain of 
sudden onset and of about four hours’ duration ; there was 
no history of similar attacks or of any symptoms pointing to 
abdominal disease. The patient gave a history of a long. 
standing morphine habit, and stated that just prior to the 
onset of the pain he had taken half a drachm of liq. morph. 
hydrochlor. Vomiting occurred once at the onset. Up to 
the time of the attack the bowels had acted regularly and 
micturition had been normal. 

The pain was localized to the upper abdomen, and was 
most severe at a point just above and to the left of the 
umbilicus, The abdomen was extremely tender and slightly 
rigid on palpation over this area, but beyond this inspection, 
paipation, and auscultation revealed nothing abnormal. Both 
pupils were constricted, and reacted to light and accommoda- 
tion. Both knee-jerks were present, the plantar response 
bilaterally ilexor. No abnormal constituents were found in 
the urine. Shortly after admission a stool slightly suggestive 
of melaena was passel, and in view of this a_ tentative 
diagnosis of partial intestinal obstruction was made and a 
laparotomy performed. 

At operation a loop of ileum, some four feet in length, was 
found to be dilated: the walls were congested, friable, and of 
a dark plum colour, and bled very easily on handling. 
The related mesentery was much thickened and in_ places 
gangrenous, while the blood vessels were felt in it as 
thickened cords. These vessels were traced up to the root 
of the mesentery, and in no part of their course could pulsa- 
tion be detected. It was concluded that the condition was 
one of superior mesenteric thrombosis, and, in view of the 
patient’s age, his poor general condition, and the length of 
gut involved no attempt at resection was made ; the abdomen 
was closed with as little handling of its contents as possible. 

The patient was placed on glucose and brandy, and 
morphine was given freely. For three days clear bile-stained 
fluid was repeatedly vomited, and for a further three days the 
patient hiccuped continuously, During this period the bowels 
were relieved with enemata ; the stools were always slightly 
suggestive of melaena. A week after the operation, with 
dramatic suddenness, the pain, vceniting, and hiccuping 
ceased, and normal stools were passed. At the present time 
(a fortnight after operation) the patient is almost completely 
recovered, is on a steadily increasing dict, and daily exhibits 
an improvement in his condition. 

The prognosis for superior mesenteric thrombosis, as 
given in the standard works on surgery, is gloomy in the 
extreme, yet here we seem to have encountered an un- 
doubted example of this condition which has exhibited a 
spontaneous cure. I shall be glad to learn if any other 
case of superior mesenteric thrombosis has shown a spon- 
taneous recovery of this nature, and also to receive any 
suggestions for an alternative diagnosis which will fit in 
with the observed facts. It has been suggested to me 
that the case may have been one of volvulus, which was 
““undone ’’ spontaneously either immediately before the 
operation or during the induction of anaesthesia. The 
short history, the slight vomiting, the absence of symp- 
toms of a complete strangulation of the gut, the thrombotic 
nature of the vessels (with absence of pulsation) in the 
gangrenous mesentery, and the slight possibility of a 
volvulus which could affect the gut to such a _ severe 
extent untwisting itself, make me disinclined to accept 
this diagnosis. 

This patient was admitted to hospital under the care of 
one of the honorary surgeons, Dr. A. E. Hill, who has kindly 
given me permission to offer this case for comment. 


k. M. Sarcent, M.B., B.S.Lond., 


MRCS. 
Senior Resident Medical Officer, 
Kimberley Hospital. 


British Medical Association 
CLINICAL AND SCIENTIFIC PROCEEDINGS 


DERBYSHIRE BRANCH 
DISEASES AND InjURIES OF THE LOWER SPINE 


In his presidential address to the Derbyshire Branch of 
the British Medical Association at Matlock, on June 20th, 
Dr. C. W. Bucktey of Buxton discussed diseases and 
injuries of the lower spine, with special reference to 
compensation cases. 

Dr. Buckley stressed the importance of accurate diag- 
nosis in cases of pain and stiffness in the back, which were 
common in industrial practice and in compensation claims 
after injury sustained in the course of employment. Such 
claims would be fought by the insurance company, and 
the opin:on of the patient’s medical practitioner would be 
contested by the evidence of expert witnesses called by 
the company, and relying often on a single examination, 
The judge was generally sympathetic, provided that the 
medical practitioner restricted himself to witnessing to 
facts. It was well to remember the American dictum that 
exaggeration was as common as malingering was rare, 
being the natural defensive mechanism of one who feared 
that he presented inadequate external evidence of the pain 
he felt. An x-ray examination was essential if litigation 
was in prospect ; it would reveal such grosser conditions 
as fractures and abnormalities, and a report by a radio- 
grapher should be obtained. This must be considered 
with the clinical findings. 


SACRO-ILIAC AND LUMBO-SACRAL STRAIN 

Dr. Buckley reviewed the anatomical factors in detail, 
commenting on the commoner abnormalities. Sacraliza- 
tion of the fifth lumbar vertebra tended to throw an 
abnormal strain on the ligaments, and predisposed to 
sacro-iliac strain. The position of the fifth lumbar nerve 
root rendered it especially liable to be affected by such 
strain, and it was desirable to investigate carefully the 
distribution of pain in the lower extremity in cases of 
strain, and, by means of Head’s diagrams, to determing 
as far as possible the nerve roots affected. History-taking 
was of the first importance, and the exact nature of the 
employment should be noted. Not all miners worked at 
the coal face, and in the case of motor-driving there 
might be strain from a badly tilted seat or too long a 
reach to the driving contro!s. Lumbo-sacral strain was 
more common in heavily built men, and sacro-iliac strain 
in the slender type with poor muscles and _ posture. 
Occupational factors bulked largely in the production of 
lumbo-sacral strain, and trauma was more frequently 
the cause in the sacro-iliac variety. In the physical 
examination abnormalities should be noted, including any 
sign of muscle spasm or flat-foot. The degree of inability 
to touch the toes while standing should be compared with 
that when sitting. In sacro-iliac strain the former was 
prevented by hamstring spasm, but was easier in the 
sitting posture. In lumbo-sacral strain sitting did not 
help, and the degree of movement might be greater when 
standing. This test should always be made, and simul- 
taneously the existence of any spasm of the hamstrings 
or lumbar muscles be detected. The lateral and rotation 
spinal movements should be tested next, and then the 
raising of the legs in the recumbent position, first with 
the knees flexed and then with them straight. In sacro- 
iliac strain straight leg raising was checked, as a rule, at 
about 140 degrees by spasm of the hamstring muscles, 
which rotated the ilium on the sacrum. The unilateral pain 
thus induced was almost diagnostic if in the region of 
the joint. If, however, the pain was felt in the middle 
of the thigh it was likely to be due to perineuritis of the 
sciatic trunk. With the patient lying face downwards 
hyperextension of the thighs was almost always painful 
in low back cases. In sacro-iliac strain the point of 
maximum tenderness was just internal to the posterior 
spine of the ilium ; in lumbo-sacral strain it was over the 
lower lumbar spinous or transverse processes. Irritation 
of the sensory nerves in the articular ligaments might give 
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structures. Sacro-iliac strain and subluxation commonly 
resulted from violent muscular effort, with or without the 
presence of developmental anomalies, and especially when 
the muscles were fatigued by prolonged effort, and failed 
to support the ligaments. They also might be due to 
blows to the lower part of the back in the stooping 
position. Other causes were long standing and stooping 
or lying in fixed and faulty positions ; repeated slight 
strain of this kind set up chronic fibrositis and chronic 
relaxation of the joint. Lumbo-sacral strain might be 
static or traumatic, in the latter case being often asso- 
ciated with sacro-iliac strain. Stretching of the posterior 
ligaments due to weight-lifting might cause sudden pain 
shooting down the sciatic nerve. The extreme of lumbo- 
sacral strain was spondylolisthesis, the sliding forward of 
the fifth lumbar vertebra over the upper surface of the 
sacrum. It could only occur if the articular processes 
were in the sagittal plane, or had been fractured. In one 
case of back pain there had been well-marked, long- 
standing scoliosis, nuclear prolapse of several disks, and 
lipping of some of the vertebral bodies, but the cause was 
actually lumbo-sacral strain due to the plane between the 
mobile lumbar spine and the relatively immobile sacrum 
being little removed from the vertical, thus throwing great 
strain on the ligaments. Nuclear prolapse was of great 
importance, leading to penetration of the vertebral body 
and rendering it more prone to further injury. Claims 
for compensation which were supported by radiographical 
evidence were rarely contested, but some strains, which 
resulted in really serious disability, would not be admitted 
as genuine unless sound clinical proofs were forthcoming. 


RADIOGRAPHIC EVIDENCE 


Dr. Buckley said that careful examination on the lines 
he had indicated would generally serve to detect malinger- 
ing and to demonstrate how far exaggeration was a factor. 
Radiographical examination was essential in all cases of 
injury to the back and in all cases of persistent pain in 
the absence of trauma. Lateral as well as antero-posterior 
views should be taken, and would reveal fractures of 
vertebral bodies and transverse and spinal processes, dis- 
placements of vertebrae, disalignment of the pubis, sacral- 
ization and spondylolisthesis, osteitis deformans, arthritis, 
neoplasms, and tuberculous and rarer conditions. A com- 
pression fracture of a lumbar body might thus be dis- 
covered which had occurred some years before the onset 
of symptoms. Kiimmell’s disease, a slowly collapsing 
fracture of a vertebral body, only gave rise to symptoms 
when the patient had started work again after treatment 
for a bruised back. Secondary deposits in the lumbar 
spine and pelvic bones might be the first evidence of a 
primary growth in the prostate. Arthritis of the spine or 
spondylitis deformans might appear as ankylosing spondy- 
litis in young adults in the lumbar region, but sometimes 
higher. Stiffness in the back progressed rapidly to com- 
plete ankvlosis. In about 80 per cent. ankylosis of the 
sacro-iliac joints began early, and might be the first 
demonstrable radiographic sign. The spinal column 
ultimately became a rigid bar—straight if the patient had 
been kept at rest, but otherwise with varying degrees 
of kyphosis. Osteoarthritis of the spine was comparable 
to this condition in other joints. Slight lipping of the 
vertebral bodies was, however, of no importance, and 
might be regarded as one of the accompaniments of 
advancing years. Small osteophytes in the lumbar spine 
were also commonly seen, and might become very large 
without giving rise to symptoms. They might, neverthe- 
less, be an important contributory factor in disablement 
from minor accidents. The largest osteophytes in the 
lumbar spine appeared on the left side if the man was 
right-handed, and on the right in the left-handed, indica- 
ting the part played in their causation by spinal move- 
ment and strain. In such back cases, without severe 
strain but with osteoarthritis present, the man could be 
passed for light work. It was most important that osteo- 
arthritic patients should realize that they were not suffer- 
ing from true rheumatoid arthritis, which always suggested 
to them progressive crippling. Continued activity within 
the limits of their ability was most desirable. 


Reviews 


PRINCIPLES OF GYNAECOLOGY 


The fourth edition of Professor BLarr-BELL’s Principles 
of Gynaecology' comes with all the attractions of a new 
work owing to extensive revision and the long interval 
since its previous issue. A historical introduction, based 
on brief sketches of the lives of the chief figures in 
gynaecology’s roll of honour, and a section on ethical 
and medico-legal problems have been added. Both are 
welcome. We are in full agreement with the author's 
remark in the preface that ‘‘ the imprint of personality 
is a valuable asset to any textbook,’’ and would acd that 
there can be no question of his success in this regard. 
The outstanding characteristic of this book is the extent 
to which the author’s attitude of mind and outlook are 
revealed, as if by an autobiography. He breaks away 
from traditional views and methods in a manner that 
stimulates thought and should make his book of value 
and interest to all engaged in the practice and teaching of 
gynaecology and to those preparing for the higher exam- 
inations in the subject. 

From its first appearance this book influenced the change 
in the arrangement of gynaecological works from an 
anatomical to a pathological basis, and its general lay-out 
calls for no comment. The interposition of Part II on 
case-taking and examination of the patient between Part I 
on structure and Part III on function does, however, 
arouse curiosity as to the reasons therefor. The next 
two parts cover derangements, first of structure then of 
function. All the foregoing are written with the object 
of giving the student a broad biological view, and as a 
rule very successfully. Here and there, however, broad 
principles are lost in detail. Thus the meaning and im- 
plications of the reduction of chromosomes during matura- 
tion are lost in describing the manner of their reduction. 
Neither among the possible causes of abortion nor under 
‘selective sterility ’’ is there any reference to lethal 
gametic combinations, well recognized as cause of loss cf 
zygotes in breeding experiments. Part VII, on infections, 
gives a sound and judicial view of their aetiology, pro- 
phylaxis, and treatment. The introduction of Part IX, 
on neoplasms, is possibly the most thought-stimulating 
portion of an account of the pathology and clinical features 
of new growths. The relative value of treatment by 
radium and surgical operation in uterine cancer, the 
selection of cases of ovarian cyst for removal by the 
abdominal or vaginal route, are considered in the same 
open-minded spirit as was the choice of time and method 
of operation for pelvic infections. Lead therapy for cancer 
receives fuller attention than would be expected from one 
who had not, as the author has, initiated and developed 
it. Operative procedures are clearly described and well 
illustrated. 

This ecition will undoubtedly add to the influence its 
predecessors have had on thought and practice in gynae- 
cology. There is no question of its interest and value 
to those who have some basis of experience in the subject, 
but there may be some reservation regarding its appeal 
to the average unqualified student, owing to its highly 
individualistic character. His predilections and_idio- 
syncrasies have led Professor Blair-Bell to use a termino- 
logy of his own devising, and a new series of uterine 
ponations,’’ added to the inevitable versions and 
flexions, is a source of further confusion. The beginner’s 


' The Principles of Gynaecology : A Textbook for Students and 
Practitioners. By William Blair-Bell, B.S., M.D., F.R.C.S., 


F.C.O.G. Fourth edition, revised and largely rewritten with the 
assistance of M. M. Datnow, M.D., B.Ch., F.R.C.S.Ed., M.C.O.G., 
and Arthur C. H. Bell, M.B., B.S., F.R.C.S., M.C.0.G. London: 
Bailliére, Tindall and Cox. 1984. (Pp. xiv + 848; 507 figures, 16 
coloured plates. 35s., postage 9d.) 
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sense of proportion may be distorted by the undue atten- 
tion given to subjects that attract the author, such 
as hermaphroditism and others among the congenital 
atavisms and malformations. But even should the 
student fear direct study of the book, he is bound to 
benefit indirectly by the stimulus it will give his teachers ; 
and, should he advance further into the subject, it will 
then have an irresistible appeal. 


PHYSICAL MEDICINE 


A Clinical Textbook on Physiotherapy for physicians and 
medical students? has been produced by Dr. Grober of 
Jena, with the assistance of six German and Austrian 
colleagues. Three chapters, on massage, pneumotherapy, 
and climates, with an introduction, are supplied by Dr. 
Grober, who is director of the Physico-Therapeutic Insti- 
tute at the University of Jena. Each section deals with 
the physical and physiological aspects, the technique, 
and the indications of the special methods under con- 
sideration, It is claimed in the introduction that physical 
medicine is the oldest, and should be one of the chief 
branches, of medical study and practice. It is now based 
on scientific physics, not on any vague belief in the 
general healing power of Nature. No progress can be 
made in this branch of medicine without precise physical 
vand physiological data. Dr. Grober defines the scope of 
physical medicine so as to include the whole range of the 
electro-magnetic energy spectrum, from electric rays, 
through infra-red, visible rays, ultra-violet rays, *¥ rays, 
and radium to cosmic rays. This gives a corresponding 
range of physical methods—electro-, thermo-, photo-, 
x-ray, and radium applications—to which must be added 
at the beginning mechanical energy, in the form of 
massage and of general and respiratory remedial exercises, 
and at the end the all-inclusive influences of climate. 

Large claims are made for physical medicine as rightly 
forming part of the training and practice of every physi- 
cian, and not only a specialty. This will, if realized, 
prevent resort to quacks, but should also prove an effec- 
tive means of bringing the practitioner into close contact 
with the patient and of observing his individual reactions. 
Physical medicine can thus serve a diagnostic end of wide 
general application. On the principle of not giving an 
Amati violin to a carpenter to mend, Dr. Grober con- 
siders that physical treatment ought to be administered 
by the medical man—-but the attendant must be trained 
and experienced, working under close medical supervision. 
The large amount of elaborate apparatus here described 
certainly places many procedures outside the scope cf 
the general practitioner. In every chapter the simplest 
methods of using the various forms of energy, including 
self-treatments by patients, are described, the more 
elaborate forms being regarded as an extension into a 
specialty, according to the familiar process in the relations 
between general and special practice. 

Spa treatment is not discussed, and the chapter on 
hydrotherapy, by Professor Strasser, includes an up-to- 
date physiological section, the recent work of Hauffe on 
action at a distance being also critically considered. 
Hydrotherapy is here regarded broadly as a form of 
thermotherapy plus the mechanical action of water at rest 
and in motion. The indications cover the whole field of 
chronic disease, but very little space is devoted tu the 
disorders of locomotion: indeed, chronic rheumatoid 
arthritis and osteo-arthritis are only casually mentioned, 
and rheumatic disorders are treated somewhat cavalierly 
throughout the book, being accorded merely three lines in 
the index, and then only under the general heading of 


* Physikalische Therapie. Klinisches Lehrbuch. Fdited by Pro- 
fessor J. Grober. Jena: Gustav Fischer. 1934. (Pp. 364; 172 
figures. R.M.16; geb., R.M.18.) 
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‘Joint Disorders.’’ The chapter on kinesotherapy 


cludes both free movements and those with apparatus of 
many kinds, simple and complicated, and also the manipu- 
lation of joints, this chapter being divided into sections 
according to the kind of tissue acted upon. In his 
chapter on climate the editor deals with the usual three 
special climates—desert, seaside, and alpine—and_ also 
with gradations of inland climates, especially forest, 
Civilized man, he says, lives habitually in an artificial 
‘room climate,’’ produced by heated houses and cloth- 
ing, so that any kind of exposure to open air is a 
climatic stimulus. He holds that climatic treatment re- 
quires long periods, a two to three weeks’ holiday being 
quite inadequate to produce any but a temporary stimulus, 
Altogether Dr. Grober’s work is a useful contribution to 
the serious study of modern physical medicine. 


BACTERIAL CLASSIFICATION 


In a recent monograph devoted to the question of 
bacterial types in microbiology Dr. Max GuNDEL has 
assembled and reviewed critically all the available know- 
ledge bearing on this subject.* Increasing information on 
the pathogenic bacteria has hardly tended to simplify 
matters, for the bacteriologist of to-day has not merely 
to concern himself with bacterial species, but also with 
the many quite definite types into which many species 
may be divisible. One need look no further than the 
pneumococcus and the dysentery bacillus for examples of 
this. And this subdivision into types is not merely a 
matter of scientific interest ; in many cases it is of the 
highest importance from the point of view of epidemiology 
and clinical medicine. Dr. Gundel speaks with authority 
on the subject, for he has devoted much time to a study 
of this aspect of bacteriology, more particularly as it 
applies to the pneumoccccus and streptecoccus, and his 
monograph is one of value. Of course the information 
is available to those who care to consult original papers 
and modern textbooks like the System of Bacteriology, 
but it is an advantage to have it all collected together, 
and for those who desire this, and read German, Dr. 
Gundel’s monograph should prove eminently satisfactory. 


REALITY AND CONDUCT 

Morality and Reality,t by Dr. E. GraHamM Howe, is a 
useful but curious book. It sets forth a considered and 
consistent philosophy: it does more than this—it offers, 
as every philosophy should, a stimulus and a guide to 
conduct. Fundamentally it is wise ; occasionally, in 
some of its diagrams, analogies, and applications, it 
seems to verge on the fantast:c. The subtitle of the 
book declares it to be ‘an essay on the law of life,’’ 
and this, indeed, it is, as the author sees the matter and 
as he assuredly will induce or help others to see it. He 
drives his main point home repeatedly and effectively, 
though all his reinforcements have not an equal value 
or validity. To discourse on the right, the good, and 
the true, with such interest and force and ingenuity is 
not a common gift ; indeed, as the author says, 

It has always been cheap but fashicnable to gibe against 
the person who asks ‘‘ What is Truth?’’ But the fact 
remains that the answer is never an easy one because the 
truth is living and moving; it is only relative and it is 
always hidden under some transient mask of material form. 

It is impossible to summarize the argument and the 
successive lines of thought extending through the volume, 

* Die Typenlehve in der Mikrobiologie. Von Professor Dr. med. et 
phil. Max Gundel. Jena: G. Fischer. 1934. (Pp. 192. RM.8; 
geb. RM.9.) 

4 Morality and Reality. An Essay on the Law of Life. By 
FE. Graham Howe, M.B., B.S., D.P.M. London: Gerald Howe Ltd. 
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task may be attempted thus. Reality means ‘“‘ that which 
is now, which is not, as a whole, what I want.’’ Morality 
is ‘‘a matter of form ; it is behaviour about reality, an 
attitude towards life, a code or system of rights and 
wrongs.’’ The relations between the two are antagonistic. 
““ Morality of any kind has always been and must always 
be the enemy of life as well as science, for it seeks to 
impose an artificial restriction for its own convenience. 
. . . The discipline imposed by a morality seems to have 
for its purpose an escape from the restrictions of reality, 
the discipline of which it finds irksome and does not 
approve, substituting another more suitable to its own 
convenience.’’ The true conduct of life, and of teaching, 
should be based upon the acceptance of reality (things 
as they are though they are not what I want them to 
be), and not upon fighting it, ignoring it, or running from 
it. At the same time acceptance is not inertia, but 
ordered, gradual, continuous growth. The general pro- 
gress of the author’s thought may be imperfectly indicated 
by the titles of his chapters: ‘‘ The Good and the True,” 
“Law and the Child,”’ ‘‘ Law and the Family,’ ‘‘ Law 
and the Social Group,’”’ ‘‘ The Fulfilment of the Law.’’ 
In these chapters Dr. Howe writes not from the strictly 
ethical, academic, or philosophic point of view, but from 
that of a physician experienced especially in dealing with 
the difficulties of childhood by psychotherapeutic methods. 
These can never be fully successful unless, as here, they 
are founded on considered beliefs, clearly held and 
sincerely followed and applied. 


EARLY FORERUNNERS OF MAN 

The publication of the book with this title by a foremost 
authority on evolution is to be welcomed as presenting a 
new departure in the method of approach to the problem 
of the evolutionary origin of the primates.’ Professor 
Le Gros CLarkK combines in this work the qualities of 
an anatomist with those of a field naturalist and a not 
inconsiderable artist. The result (strange for a book of 
this kind) is that the book, whilst primarily meant as 
a contribution to an academic subject, will be found of 
great attraction and interest by non-anatomists. The 
zoological names for animals are of necessity complicated, 
but need not deter the general reader from a perusal of 
this volume, for from it he will obtain a rapid insight 
into the methods used in tracing the evolutionary origins 
not only of the primates but of any other order. 

Many attempts have been made to build up a scheme 
of the phylogenesis of the primates by selection of a 
particular anatomical system (for example, the teeth or 
the brain), but the author of this volume has set himself 
the task of taking into account all the anatomical 
characters, and thus avoiding the danger of having the 
classification based on evidence obtained from one system 
contradicted by that of another system. This constitutes, 
so far as we know, the first attempt to put together all 
the relevant morphological and palaeontological evidence 
bearing on the problem. The evidence is presented clearly, 
and is illustrated richly, many of the excellent line 
drawings being from the author’s own pen. It is put 
forward, as a result of the analysis of all the available 
information, that the primates originated from the earliest 
of the placental mammals, and that already in Cretaceous 
times they had become separated into a distinct order. 
The classification of the evolutionary radiations of the 
primates into Lemuroidea, Tarsioidea, and Anthropoidea 
is supported, but the author considers that these were 
already distinct at the very base of the primate branch. 

Barly Forevunners of Man. A Morphological Siudy of the 
Evolutionary Origin of the Primates. By W. E. Le Gros Clark, 


D.Sc., F.R.C.S. London: Bailli¢re, Tindall and Cox. 1934. (Pp. 
xiv + 304; 89 figures. 15s. ; postage 9d., abroad 1s, 3d.) 


the lemurs in the primates, it is carefully shown that 
they became differentiated from the basal primate stock 
independently of other primates, and that it is therefore 
unjustifiable to postulate a ‘‘ lemuroid ’’ phase in the 
ancestry of the higher primates. 

The ever-tantalizing question of the origin of man is 
treated in an entirely detached and scientific manner 
according to the evidence. It appears that the human 
phylum became differentiated from the anthropoid ape 
phylum at an earlier age than is generally conceded— 
namely, when the hypothetical common ancestor (a type 
deduced from the study of the dynamics of variation) 
was not much bigger than the modern gibbon. Still the 
author considers that the evidence supports the concep- 
tion that man has arisen from an ancestral stock which 
can be legitimately termed an ‘‘ anthropoid ape.’’ The 
author’s own studies of tarsioids have led him to the 
conclusion that this sub-order was separated from the 
anthropoids at the very beginning of the Eocene period, 
and that many of the ‘‘ anthropoid’’ features of the 
modern Tarsius are the result of parallel development. 
But the evidence does not oppose the view that the 
Tarsioidea and Anthropoidea had a common origin from 
the primate stock ; indeed, it seems that the common 
ancestor of these two sub-orders would come within the 
definition of the Tarsioids (Prototarsioids). The contro- 
versy as to the position of the Tupaioidea (tree-shrews) 
in the evolutionary scale is considered in detail, and the 
conclusion reached that these animals cannot be put in 
the order of insectivores, but must be included in the 
primates. The recent discovery in Mongolia of a fossil 
tree-shrew—Anagale—is adduced as evidence of a closer 
approximation of the tree-shrews to the lemurs than is 
seen by a study of the modern representatives of the 
Tupaioidea. The morphological and _palaeontological 
evidence indicates that there has been a great deal of 
parallel evolution among the primates since their first 
differentiation as a separate order, and the bearing cf 
this in modern conceptions of evolution is discussed. 

Professor Le Gros Clark is to be congratulated on a 
most scholarly production, which is a fittting prelude to 
his assumption of the duties of the chair of anatomy at 
Oxford. 


Notes on Books 


Forensic Medicine,’ by Professor SYDNEY SMITH, is now 
so well known as to need no recommendation. The fourth 
edition has just been published, and the author has wisely 
refrained from increasing its size by more than the few 
pages necessary to make minor alterations and improve- 
ments to keep the volume up to date. It will continue to 
enjoy wide popularity amongst students and practitioners. 


The large and handsome textbook of operative 
obstetrics’ by Professor Brrovet of Sao Paulo, with 
nearly 400 illustrations, affords readers of the Portuguese 
tongue a full and well-arranged account of the important 
subject with which it deals. It is up to date, well 
furnished with references to the European literature, and 
provided with an adequate index. The volume does 
equal credit to its author and its printer. 


The eleventh volume of the Archives of Neurology and 
Psychiatry,* from the Central Pathological Laboratory of 
the London County Mental Hospitals, edited by Dr. F. L. 
Golla, who is director of the laboratory, consists of forty 
reprints of articles published elsewhere during the last 
three years. Perusal of this volume will show the high 


~ 6 Forensic Medicine. | Textbook for Students and Practitioners. 
By Sydney Smith, M.D., F.R.C.P., D.P.H. Fourth edition. 
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In a pamphlet on the Treatment cf Bronchial Asthma? 
Dr. Dérot gives a straightforward account of the most 
important methods employed in treating this common 
complaint, concluding, as so many of us have concluded, 
that no two cases are either identical or in need of the 
same treatment. The pamphlet may be recommended as 
containing a great deal of information and advice useful 
to the general practitioner of medicine. 


Dental Pharmacology aid Therapeutics’ has been 
written as an aid to the dental student or practitioner in 
solving some of his daily problems, and its author, 
Professor BLayNey, expressly states, not as a book for 
detailed reference. Nevertheless, by a happy combina- 
tion of clinical experience and professorial knowledge, he 
has produced a work which may well serve both purposes 
in the daily work of the dentist. The notes on phenol and 
alcohol are good examples of this happy combination. 

° Le Traitement de l’Asthme Bronchique. Par Dr. Maurice Dérot. 
Paris: J. B. Balliére et Fils. 1933. (Pp. 44. 6 fr.) 

1° Dental Pharmacology and Therapeutics. By J. R. Blayney, 
B.S., D.D.S., M.S. (Pp. 311; 25 figures. 18s. net.) 


New Preparations 


TANNA-FLAVINE FOR BuRNS 


We have received from the British Drug Houses Ltd., 
Graham Street, City Koad, N.1, a leaflet, which they have 
published recently, in reference to ‘‘ tanna-flavine,’’ a prepaya- 
tion of tann:c acid with acriflavine for the treatment of burns 
and scalds. The manufacturers anticipate that industrial 
firms will include ‘‘ tanna-flavine ’’ as a part of their first-aid 
equipment ; also that it will be used in hospitals, particularly 
in the casualty wards. It is issued in packages, the contents 
of each of which, when used in accordance with the direc- 
tions, are sufficient for the preparation of 100 c.cm. (3} fluid 
ounces) of a solution containing 20 per cent. of tannic acid 
and 0.1 per cent. of acriflavine ‘‘ B.D.’’ The solution is 
painted over the raw surface with a sterilize] brush, or 
applied with gauze soaked in the solution. Immediate coagula- 
tion takes place on the wound. The area is then dried, 
preferably by means of a current of hot air from an electric 
drier. A second application and subsequent drying may be 
undertaken immediately ; indeed, this is often necessary when 
the surfaces have been cleansed with normal saline solution. 
The burned areas are expose] to the air from the beginning of 
the treatment until the coagulated layer has separated or has 
been removed ; this usually takes from twelve to twenty-one 
days. During the treatment the bedclothes should be 
supported by a cage, and the patient kept warm. 


Soptum PENTOSE NUCLEOTIDES 


‘‘ Pentide’’’ is an 8 per cent. solution of sodium pentose 
nucleotides prepared by Allen and Hanburys Ltd. (London, 
E.2) for the treatment of agranulocytosis or malignant neutro- 
penia, and other conditions in which increased production of 
polymorphonuclear leucocytes is desirable. 

Two types of agranulocytosis-—that is, absence or diminu- 
tion in number of the granular (polymorphonuclear) leucocytes 
—are known: true agranulocytic angina, of unknown aetio- 
logy ; and malignant neutropenia, secondary to an obvious 
acute infection. True agranulocytic angina, characterized by 
ulcerative lesions in the mouth or pharynx, is usually acute 
and fatal. Secondary granulopenia or malignant neutropenia 
may result from enteric fever and other exanthemata, local 
infection, poisoning by benzene or arsphenamine, irradiation 
. by x rays or radium, aplastic anaemia, splenic diseases, etc. 
Various workers have reported that the intramuscular and 
intravenous injection of pentose nucleotides transforms the 
prognosis in agranulocytosis from unfavourable to favourable. 

The manufacturers state that ‘‘ pentide’’ has been tested 
biologically and found not to produce any toxic reaction. Its 
dosage is 10 c.cm. intramuscularly every day until there is 
definite improvement. For intravenous injection, which is 
advised during the first four days, 10 c.cm. of the solution 
should be diluted with distilied water to the strength of 
0.8 per cent., and the resulting 100 c.cm. of the dilute 
solution given daily in addition to the intramuscular doses. 
The price of ‘‘ pentide ’’ is 15s. per 25 c.cm. vial. A leaflet 


discussing this treatment more fully will be sent on applica- 
tion to the manufacturers. 
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THE EDUCATION OF PARTIALLY 
SIGHTED CHILDREN 


The Board of Education has issued an important report 
of an inquiry into the problems relating to partially 
sighted children.' It is tne report of a committee set up 
in 1931 by Sir George Newman, the chief medical officer 
of the Board. Of the eleven members constituting the 
committee no fewer than seven were non-medical, albeit 
men (and two woinen) of distinction ; of the four doctors 
two are officers of the Board, one a medical officer of 
health, and only one an ophthalmic surgeon, Mr. Percy 
Flemming. In a problem so largely medical and ophthal- 
mic there would sezm to be some risk of lack of weight 
on the medical side. Nevertheless, the committee was a 
good jury, and has produced a report that is excellent, and 
one that will be of undoubted value both to educationists 
and to school medical officers. 


History 


Special provision for the training of children who are 
partially sighted is of recent origin. There were schools 
for the normal and schools for the blind. Occasional 
grumbles were heard at the difficulty of providing for the 
partially sighted, but nothing was done until the start 
of the London experimental ‘‘ myope class '’ in 1908, 
As the report states: ‘‘ The initiation and development 
of this system of special education for partially sighted 
children in London, which gave the lead to the whole 
country, was due to the enterprise and foresight of Mr. 
Bishop Harman, ophthalmologist to the London County 
Council, and to Dr. James Kerr, school’ medical officer for 
London.”’ The success which attended this scheme of 
special education for the partially sighted led the London 
County Council to extend it to other districts, and in 1911 
it received the sanction from the Board of Education 
to establish special classes for an additional hundred 
children. In authorizing this provision the Council made 
it clear that it had definitely adopted the policy of educa- 
ting the partially sighted child as a sighted and not as 
a blind child. 

The rapid spread of these special schools over the world 
during the past twenty-five years is evidence of their need, 
and the need for a committee that would sort out the 
experiences of these who have developed them. A new 
scheme of education of this sort must inevitably give rise 
to varieties of experiment, according to local conditions, 
which might be illuminating. 


NOMENCLATURE AND STANDARDS 
On the name of these schools the committee came to 


the definite conclusion that the early official term ‘‘ par- 
tially blind ’’ was bad. ‘‘ Myope class,’’ the common 
name in England, is considered too limited, since there 
are pupils who are not myopes. ‘‘ Sight-saving classes,”’ 
the usage of the U.S.A., is considered to claim too much. 
The preference of the committee is for schools for the 
‘ partially sighted.”’ 

Dealing with ophthalmic standards for the selection of 
children for these special schools it is recognized that 
myopia is by far the most important and frequent sing!e 
condition which leads to admission. The reasons for the 
need of care in the education of myopes are considered in 
detail. Myopia is, for the most part, due to faulty growth 
of the eye, which manifests itself in school life. It is 
commonly considered that faulty posture in reading and 
writing, poor illumination, and excessive convergence of 
the eves, such as may occur in reading small print or 
doing fine needlework, play an important part in increasing 
myopia. Such conditions are held to be only too common 
in schools. On the other hand, the committee had 
evidence from ophthalmic surgeons that rapid progress of 
myopia may be arrested if all close work is stopped, and 
at the same time attention is given to genera! health ; 
though this finding was not without exceptions. There is 
: ' Board of Education: Report of the Committee ef Inquiry into 
Problems Relating to Partially Sighted Children. Londca: H.M. 
Staticnery Office. 1984. (8s. net., postage extra.) 
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evidence that the regime of the school for the partially 
sighted, by the elimination or reduction of factors causing 
undue stress on the eyes, has some influence in decreasing 
or arresting the progress of myopia, but that this decrease 
or arrest is not always permanent. 

Seme witnesses held that the educational restrictions 
imposed by attendance at a special school for the partially 
sighted were not justified by the results attained. The 
committee sought to balance these opinions. The con- 
clusions arrived at were these: 

1. If the eyes show fundus change, indicative of a serious 
condition of myopia, the child should always be admitted to 
a special school. 

2. In the absence of signs of such fundus changes the child 
should usually be admitted to a special school if (a) after 
repeated examinations it is found that the myopia has been 
increasing at a rate of more than one dioptre per annum ; 
(b) after a period of slow rate of increase or apparent arrest 
it is found that there is a sudden rise in the rate of progress 
to more than two dioptres per annum. 

3. The actual amount of myopia should not be the sole 
factor in determining whether a child should be sent to a 
special school, 

4. The age of the child must be taken into account. The 
younger the child the more serious are factors such as degree 
of myopia present and the rate of progress of that myopia. 
In doubtful cases the existence of a history of myopia in the 
family may be a deciding factor. : 

5. Myopic children with a visual acuity after correction of 
6/24 or worse should be admitted to a special school, though 
ie majority of these will probably fall within Category 1 
above. 


Children suffering from damaged eyes due to the disease 
should not be admitted to these schools so long as there 
is any remaining inflammation. When the disease is 
quiescent and the vision is reduced by scarring it is con- 
sidered that it will probably be found, as a rule, that 
children with a visual acuity after correction of 6/24 or 
worse, With a near vision of J8 or J10, should be sent to 
a special school. Cases of optic atrophy are peculiarly 
difficult to assess ; the determination must be made on 
the expected rate of progress of the degenerative change 
and the risk of blindness. 


SELECTION OF CHILDREN 


The ascertainment of partially sighted children is one 
that concerns first the system of school medical inspection. 
Even if that be well arrahged and carried out there is still 
risk of missing dangerous cases, owing to the fact that 
vision tests are not carried out until the child is 8 years 
of age. The committee suggests a test at an earlier age. 

‘“ The next problem is to divide these cases into those who, 
after treatment, can receive education without handicap or 
detriment in the ordinary school, and those whose visual 
defect renders it necessary for them to be educated in a special 
school for the partially sighted. The ophthalmic principles 
which should govern the selection of the latter have been fully 
discussed in the preceding section. The application of them 
calls for special knowledge and experience in ophthalmology. 
It is essential, therefore, that the selection of children for 
admission to a special school for the partially sighted should 
be made on the principles set out above and only by specialists 
in ophthalmology.’’ 


THE MAGNITUDE OF THE PROBLEM 


A considerable effort was made to determine the magni- 
tude of the problem. The variety of factors that influence 
the ascertainment of partially sighted children in different 
areas renders it very difficult to estimate, from the figures 
submitted by those areas, the total number of such 
children in the whole country. But it is held reasonable 
to suggest that the proportion of partially sighted children 
in England and Wales, if selected on the basis of the 
committee’s standards, would be not less than 1 per 1,000 
children on the school registers, representing approximately 
the figure of 6,000. 


PeRIoDic EXAMINATIONS 
The committee comments on the tendency in certain 
areas to admit a child to a special school and there keep 
him for the remainder of school life. It is essential—more 


particularly in cases of myopia—that examination by an 
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ophthalmic surgeon should take place at periodic intervals 
of not less than six months, both of those in the special 
schools and of those who may have been transferred from 
the special school to the ordinary school. To effect this 
it is necessary to have some co-ordination between the 
work done by the ophthalmic branch of the school medical 
service and that in the special schoo!s, a linking up which 
can be brought about if the same ophthalmic surgeon be 
appointed in charge of both. 

There is an excellent chapter on the care of the children 
admitted to the special schools. The committee regards 
the establishment of schemes to secure continuous ophthal- 
mic supervision of partially sighted children after they 
have left school as a matter of the highest importance, 
and is of the opinion that, given good will and co-opera- 
tion between the various public and voluntary agencies 
involved, an effective and efficient system could be pro- 
vided to cover the country. 


EDUCATIONAL PROBLEMS 


Next the committee sought to reach conclusions on 
much more difficult problems. First, the type of special 
school. The whole weight of the evidence was against 
any association with schools for the blind. Whether or 
no the special schools should be self-contained units or 
recognized as part of the norma! school has been keenly 
contested. The committee concludes that the importance 
of educating partially sighted children in order to fit them 
to live their life among the sighted is a strong argument 
for the closest possible association with fully sighted 
children throughout their school life.» After balancing the 
advantages of segregation and non-segregation systems, 
and recognizing fully the difficulties which must be over- 
come and the prejudices which must be broken down, 
the committee recommends that the education of partially 
sighted children should be conducted, where possible, in 
special classes attached to, and forming an integral part 
of, the ordinary school. 

The curriculum presents its problems. On the one 
hand there are the risks to the sight, and on the other 
the loss to the child of the normal full curriculum. One 
very influential school of thought holds that because of 
the inevitable danger to the eyesight of myopic children 
which the constant use of books entails—a danger none 
the less real because the full effects may not accrue until 
middle age or later—it is the duty of those who are 
responsible for the education of myopes to discourage by 
all means in their power the habit and the love of reading. 
Another school would allow the use of books under care- 
fully guarded conditions, holding the view that the risk 
of impaired vision is not, as a rule, great enough to justify 
the loss of educational opportunities caused by deprivation 
of books. The protagonists of these conflicting views are 
irreconcilable. The committee recommends that under the 
age of 8 years books should be very sparingly used, and 
the main work be done on blackboards, and, in so far 
as it is advisable to supplement this with books, these 
should be printed in 24-point type. For older children 
this type or 18-point need not be prohibited entirely. 
Consideration is given to the use of handiwork and 
physical training, and to the most necessary training of 
the teachers for these classes. 

A separate chapter is devoted to the finding of suitable 
employment for these children after school age, the 
methods of finding work, occupations, and supervision. 
It is disquieting to learn that the partly sighted are 
more likely than other young persons to fall into the ranks 
of the unemployed, becoming a section of the unemployed 
with a particular handicap. Young employees with good 
personal qualities can sometimes work their way into 
permanent posts, even from first employments which are 
intrinsically of a blind-alley character. The moral of the 
situation is that, without all-round ability and strong 
personal qualities, partially sighted children are likely to 
be among the first to suffer when young labour is being 
turned out of employment. The committee is averse to 
specific vocational training, such as is common for the 
blind ; the aim should be to educate them, as far as 
possible, to compete on equal terms with other people. 
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BLADDER-NECK OBSTRUCTION 
The question of bladder-neck obs'ructions, dealt with 
by Mr. Duncan Morison in our present issue (p. 53), 
is an important one. It also formed the subject of 
discussion at the fifth Congress of the International 
Society of Urology in London this year, the intro- 
ductory papers being read by Professor Marion (Paris), 
Professor Weijtland (Amsterdam), and Mr. Kenneth 
Walker (London). The prominence given to the subject 
of late is explained by the fact that although the 
existence of bladder-neck ob-tructions apari from 
prostatic enlargement has long been recognized by 
urologists, the pathology and the relation of this 
disorder to other abnormatities in that region are 
imperfectly understood. Not only are different names 
attached to what is essentially the same pathological 
condition, but also separate pathological conditions are 
included under the same name. This has naturally 
resulted in much contusion of thought, and therefore 
the concise review given by Mr. Moriscn should prove 
a useful aid to those who have been bewildered by the 
copious and conflicting literature that has sprung up 

around the subject. 

Reduced to its simplest terms, it may be said that 
the symptoms produced by lesions of the bladder neck 
are due to its inability to open at the moment of 
micturition. In order to emphasize this point, the 
French urologist, Professor Legueu, has coined the 
term ‘‘ dysectasia’’ as a descriptive heading under 
which all cases of bladder-neck obstruction may be 
placed. This is a useful addition to our nomenclature, 
for the term ‘‘ dysectasia ’’ is comprehensive enough 
to include such varied conditions as sclerosis of the 
bladder neck, glandular hyperplasia, adenoma, muscular 
hypertrophy, and the type of case described by Marion 
as congenital “‘ maladie du col.’’ In all these condi- 
tions, the resulting disability is essentially the same— 
namely, an inability on the part of the bladder neck to 
open, with, as a consequence, failure of the detrusor 
to expel the contents of the bladder. It is not surprising 
that the condition of dysectasia should frequently have 
provided a puzzle for the clinician. Faced with a 
patient who displayed all the symptoms of prostatic 
obstruction and yet had no enlargement of that gland, 
a diagnosis could only be based on an climination of 
any other condition, and on the cystoscopic appearance 
of the bladder neck. Can it be wondered at that the 


medical man whose experience of cystoscopy was 
limited failed more often than not to discover the 
thickening and raising of the posterior lip of the bladder 
outlet that is characteristic of b'adder-neck obstruction, 
and regarded the case as one of Liadder atony? The 


treatment adopted in order to improve the tone of the 
bladder wall naturally failed to have any results in 
the presence of obstruction, and in the end the patient 
was condemned to catheier life or permanent suprapubic 
drainage. 

The fate of a patient in whom the existence of 
obstruction was recognized but considered to be due 
to a small obstructing prostate, although better, was 
by no means to be envied, since he was generally 
subjected to a major operation instead of to a procedure 
of comparatively minor importance. Every surgeon 
must have had the experience of opening the bladder 
in the expectation of finding a prostate that could be 
enucleated, and discovering a fibrosed gland that defied 
all attempts to shell it out. In such cases, after much 
exertion, a small fragment of tissue has been torn out 
from the region of the bladder neck and the patient 
returned to bed labelled “‘ fibrous prostate ’’ or else 
‘““malignant disease.’’ Many of these mistakes have 
arisen from a failure on the part of the profession to 
recognize the existence of a form of dysuria due to an 
altered condition of the bladder neck rather than to 
a lesion of the underiying prostate. The numerous 
papers and reports of discussions that have of late 
years appeared on this subject show that not only 
urologists, but general surgeons, are beginning to differ- 
entiate between micturition difficulties dependent on an 
obstructing prostate and those caused by a lesion of ihe 
bladder neck. Provided the correct d'agno:is be made, 
the results of treatment are excellent, whether this lies 
in the direction of an open operation or of a perurethral 
resection. To the majority of uro'ogists the latter 

ethod commends itself, because it avoids the necessity 
for opening the bladder in order to remove a small 
amount of tissue from its neck. Marion, almost alone 
among experts, shows a preference for the more 
extensive operation on the ground that open resection 
is in his opinion more likely to yield a complete and 
lasting cure. Although the verdict of such an expert 
must carry weight, it would seem reasonable to emp!oy 
perure-hral methods whenever they are possible. So 
many improvements have been made in this method 
of operating of late years that even prostates of con- 
siderable bulk can, if necessary, be resected by means 
of such an instrument as the McCarthy electrotome. 
Compared with such a feat the removal of a fibrous 
bar is a trifling matter ; and it is only when the fibrosis 
is widespread, and involves not merely the whole 
circumference of the bladder outlet but also the tissues 
of the prostate, that an open operation becomes 
necessary. 

Although in the hands of an expert perure‘hral 
resection of an obstruction at the bladder neck is an 
operation that entails very litt'e discomfort to the 
patient and practically no danger, its performance 
demands considerable knowledge and experience on the 
part of the operator. Even when it is performed by 
a surgeon accustomed to the use of a cystoscope, serious 
mistakes may be made. A survey of the after-results 
obtained in different uro’ozical clinics in America will 
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reveal the fact that complications and accidents occurred 
far more frequently among the earlier cases. With 
greater skill in the use of the resectoscope, and greater 
knowledge of the amount of tissue that had to be 
removed ‘in order to re-establish free micturition, these 
complications and accidents became rarer and rarer, 
and good results were obtained with less and less dis- 
comfort to the patient. What is true of perurethral 
resection of enlarged prostates is equally true of per- 
urethral resection of bladder-neck obstruction. The 
electrotome in the hands of anyone inexpert in its use 
is an instrument that is capable of inflicting much 
damage, and cases of recto-vesical fistula, incontinence 
of urine, and even of perforation of the peritoneum, 
are by no means unknown. 


THE HEALING OF A WOUND 

Sir Andrew Macphail, who is professor of the history 
of medicine in McGill Univeisity, has contributed a 
valuable and timely article to the Quarterly Review 
(January, 1934), which is reprinted in the Canadian 
Medical Association Journal for June. The article is 
entitled “‘ The Healing of a Wound,’’ and begins with 
the somewhat startling statement—which is neverthe’ess 
true—that until recently animals managed the business 
beiter than human beings. Animals have their own 
methods of dealing with a wound. Rest is their 
remedy. They are not led astray by wrong theories. 
If they are denied the use of instruments they are spared 
the abuse of them and the use of things that do more 
harm than good. The history of the healing of a 
wound, writes Sir Andrew, is the history of surgery. 
For the modern surgeon under 40 years of age a wound 
has no existence ; the healing is inevitable, governed 
by a law of nature. Accustomed to wounds made by 
himself in ideal surroundings, with his chosen instru- 
ments, upon tissues prepared in advance, healing is 
to him a natural process. Failure to heal is now the 
miracle. 

Lulled into false security the world war brought us a 
rude awakening, and surgeons quickly learned the truth 
of that saying of Heraclitus that ‘‘ war is the father of 
everything.’ The civil surgeon was astonished at the 
vast dirty wounds of war, and we saw a feverish 
harking back to the free employment of antiseptics. 
Asepsis in the field was like a lost tradition. Sir 
Andrew Macphail recalls in vivid words how the 
drainage of septic joints, their irrigation through 
tubes, the application of short splints to long limbs, 
meant amputation at the Base. Operators who from 
their training must close every wound by sutures, 
and yet were prevented by their knowledge and 
conscience from closing them, employed an emulsion of 
bismuth, iodoform, and paraffin, and so evolved the 
delayed primary suture. But their scientific training 
had given them the flexible mind that adapts itself 
to a new experience. Soon they had discovered that 
the proper surgery of the front area was to clean the 
wound, ruthlessly cut away all dead and dying tissue, 
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check bleeding, and pack the cavity with some light 
material soaked in a harmless fluid. Speed in evacua- 
tion from the fie!d to the base finally solved the problem. 
The long Thomas splint held its own to the end, and 
was carried by the regimental bearers. Blood trans- 
fusion was practised even in the trenches. 

Nature has two ways of healing a wound: by first 
intention and by suppuration. The history of suppura- 
tion unfortunately is the history of surgery. A few 
great surgeons in all ages designedly healed the wounds 
of their patients by first intention, but the accepted 
teaching was that pus must be generated in every 
healing wound. It is hard now to believe that faith in 
the beneficence of suppuration prevailed almost to our 
own time, and that pus could be called laudab!e. But 
so it was, and a surgeon felt happy if his wound pro- 
duced a thick matter with a slightly mawkish smell. He 
was not even perturbed if a slight blush, which would 
now be called erysipelatous, spread along the edges of 
the wound, for he looked upon it as a harbinger of 
more rapid healing. For him there was pus that was 
not laudable—thin, ichorous pus, which he knew was 
too often followed by fever, sleeplessness, and death. 
Sir Clifford Allbutt said thirty years ago: ‘‘In the 
third quarter of the nineteenth century the apothecary 
of a large hospital showed me a row of amputations 
with stumps pouring out pus in cataracts upon the 
cushions, and exciaimed: ‘ That, Sir, is what I like to 
see ; nothing so wholesome in a wound as a good dis- 
charge of laudable pus!’ ”’ 

The long history of the healing of a wound, so 
graphicaily outlined by Sir Andrew Macphail, falls into 
two periods, the dividing line between them drawn 
within the lifetime of some who are still with us. It is 
marked by Lister’s work and teaching. Two other 
divisions may be made: one at the point where 
Ambroise Paré substituted the ligature for the red-hot 
knife and cautery ; the other with: the discovery of 
anaesthesia. But the work of Lister was not a casual 
and isolated discovery. It was the slow result of long 
experience based upon scientific principles. The patho- 
logy of the Hunterian school taught that every organ 
and tissue had its own way of repair, that the healing 
of the skin and muscles was easy, that the process in 
bone was siow and dangerous, and that the serous 
membranes and the veins were in a class by themseives, 
most sensitive to injury and difficult to repair. Lister 
was among the first to assert that the healing of all 
tissues was uniform and constant if germs were ex- 
cluded ; that repair was governed by a scientific 
formula. His method, elaborated in the most minute 
detail, was based upon the work of Pasteur in widely 
different but allied fields of research. Lister’s dis- 
covery met first with neglect and then with oppositicn. 
Even in Scotland it was received with contemptuous 
criticism, and James Y. Simpson dismissed the germs 
as mythical fungi. The whole question of spontaneous 
generation was involved ; it was only disproved by 
Tyndall after the labour of a lifetime, and of Tyndall 
we still await a satisfactory biography. The revolution 
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in the healing of wounds spread slowly ; on the 
Continent sooner than in Great Britain. Volkmann in 
Germany, Bloch in Denmark, Lucas-Championniére in 
France, were quick to appreciate the value of the new 
work. It reached Billroth through Volkmann ; but not 
until 1879, more than twelve years after the discovery, 
did the master surgeon in Austria send von Mikulicz- 
Radecki to King’s College Hospital in London to verify 
the reports he had already received. The good news 
and the actual practice were taken to America by four 
Canadians, who had been Lister’s house-surgeons, and 
of these John Stewart, who was for long dean of the 
medical school at Dalhousie University at Halifax, only 
died on December 23rd of last year. 


_ 


MARIE CURIE 
The death of Marie Curie has not only deprived science 
of one of its foremost original investigators, but the 
medical world of a great benefactor. To many of us it 
seems no long time since Roentgen’s discovery of the 
x rays aroused widespread interest. It is doubtful if 
any scientific discovery has ever attracted so much 
popular attention ; probably because it appealed to 
that most universal of human characteristics—curiosity. 
It was while the interest aroused by Roentgen’s dis- 
covery was at its height that Becquerel reported the 
spontaneous emission from uranium and its compounds 
of radiations similar to those produced by the x-ray 
bulb ; and to this discovery of radio-activity Professor 
and Madame Curie were indebted for the line of 
research which led to the discovery of radium. Shortly 
after the announcement of Becquerel’s experiments with 
uranium, it was observed that naturally occurring 
uranium ores exhibited a higher degree of radio-activity 
than could be accounted for by the percentage of 
uranium present. Obviously some substance or sub- 
stances must be present which exhibited radio-active 
properties in a more marked degree than uranium itself. 
It was to the isolation of these that Marie Sklodowska 
Curie and her husband devoted themselves, and, as 
is well known, their researches were crowned by the 
discovery of radium, at first in the form of its salts 
and finally as the element. This is not the place for 
an account of Madame Curie’s scientific work ; but the 
extent to which medicine is indebted to her discovery 
can hardly be overestimated. Radium—either alone, 
or, more generally, in conjunction with high-voltage 
x-ray therapy—is now universally recognized as the most 
appropriate treatment in many forms of malignant 
disease. Two forms of this especially which were 
formerly treated by extensive, mutilating, and but too 
often ineffectual surgical methods, have been found 
to respond well to radiation therapy. We refer, of 
course, to carcinoma of the tongue and of the cervix 
uteri. Even if the cases are too advanced to allow 
of any hope of a permanent “‘cure,’’ the relief of 
symptoms which follows radiation treatment often 
appears little short of magical. It is perhaps only 
those who remember the “‘ incurable ’’ cancer wards of 
thirty years ago who can appreciate the change which 
has been wrought by radiation therapy in alleviating 
the distress of incurable cases. Equally, with early 


diagnosis—and this is essential—radiation treatment in 
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many cases holds out the best possible hope for the 
eradication of the disease ; and this with an almost 
negligible operative mortality. Madame Curie has a 
worthy memorial in this country in the Marie Curie 
Hospital at Hampstead, in the work of which the late 
Sir Walter Fletcher was so deeply interested, and where 
results have been obtained at least equal to those of the 
foremost Continental clinics. 


‘HEALTH WORK OF THE LEAGUE 


On July 10th an international course in malariology 
opened at the Institute of Malariology in Kome under 
the auspices of the Health Organization of the League 
of Nations. This course is conducted under the direc- 
tion of Professor Bastianelli, director of the Institute 
of Malariology, with the assistance of the experimental 
antimalawal station (Professor Missiroli, director). 
Lectures are being given by experts in malaria from 
different countries. The course covers the period from 
July 10th to September 10th, and will be followed by 
students from nine countries (these students are holders 
of scholarships from the Health Organization or from 
their Governments)—Bulgaria, France, Italy, Peru, 
Persia, Rumania, Spain, Turkey, and Yugoslavia. The 
malariological institute in Rome and the antimalaria 
experimental station possess large collections of 
valuable demonstration material. They have — the 
further advantage of being situated in the neighbour- 
hood of classic malaria-ridden districts. Under these 
conditions the teaching can be both theoretical and 
practical. The course will include visits to the various 
experimental stations and antimalaria stations, in 
different endemic and hyperendemic districts, as well 
as inspection of districts which have been rendered 
healthy or are in process of being rendered healthy. 


The Committee on the Radiology of Cancer will meet , 


in Zurich from July 21st to 23rd. It wiil examine the 
progress made in the inquiry which the Health Organ- 
ization undertook in 1930 with a view to rendering 
comparable the results of different methods employed 
by radiological institutes and gynaecological institutes 
in the treatment of cancer of the uterus by radium 
and x rays. The committee will draw up plans for 
continuing this inquiry. The method followed has been 
that the institutes taking part compile daily clinical 
reports for each case which they treat. Figures and 
observations are recorded according to certain agreed 
rules. 


CENTENARY OF THE MANCHESTER MEDICAL 
SOCIETY 


On October Ist of this year the Manchester Medical 
Society will have completed a century of activity, and 
arrangements are being made to celebrate the event. 
The president for the year is Dr. E. Bosdin Leech, 
whose uncle, the late Dr. D. J. Leech, was president 
in the society’s jubilee year. The chief items in the 
programme which is being drawn up are the president’s 
address, the publication of a history of the society, an 
exhibition of objects of general and medical historical 
interest, and a dinner. Dr. Leech’s commemorative 
address will be given on Wednesday, October 3rd, 
Wednesday being the day of the week on which the 
ordinary mectings of the society have been invariably 
held for one hundred years. The history (written by 
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the society’s activities, contain important biographies 
of John Hull, the first president, and of Caesarean 
section and phlegmasia dolens fame ; and Thomas 
Windsor, prince of book collectors, who made the 
society’s library what it was and who later transferred 
his energies to the surgeon-general’s library in 
Washington. The exhibition will be of objects of 
general interest, chiefly in connexion with the medical 
history of the town during the society’s lifetime ; books 
from its old library, recently presented to the University 
of Manchester ; portraits of prominent local medical 
men, and illustrations showing the growth of the older 
hospitals, etc. It will be arranged, through the courtesy 
of the Lord Mayor and the Libraries Committee, in the 
fine room designed for such a purpose in the new 
central library, and will be opened formally on 
October Ist. It will, in fact, be the first exhibition 
in this room. The dinner will be held on the evening 
of October 3rd, and many distinguished guests from 
near and far have accepted invitations to it. The 
secretary of the society (c/o the University, Manchester) 
will be glad to hear trom any of its old members who 
may have objects of interest bearing upon its history 
for exhibition, or who would like to attend the celebra- 
tion mecting. 


THE L.C.C. AND THE STERILIZATION REPORT 


The London County Council on July 3rd discussed the 
report of the Departmental Committee on Sterilization, 
which was issued in January last.!. The Hospitals and 
Medical Services Committee had no observations to 
offer on the report, but the Mental Hospitals Committee 
had decided, by a majority (25 votes to 15), to approve 
the Departmental Committee’s recommendation that, 
subject to safeguards, voluntary sterilization should be 
legalized in the case of any person who is mentally 
defective or has suffered from mental disorder, or is 
likely to transmit either incapacity, and any person 
who suffers from a grave physical liability or is likely 
to transmit it. The Mental Hospitals Committee stated 


that, since it was the view of the Departmental Com- 


mittee that defectives in institutions should not be 
considered for sterilization unless they were capable of 
taking their places in community life, the number of 
defectives who might be sterilized would be strictly 
limited. The committee was advised that in London 
there were more defectives in institutions than under 
statutory supervision in their own homes, and that, 
of the defectives in institutions, only a small percentage 
became fit to ‘‘ float’ in the community. With regard 
to normal persons who were believed to be likely to 
transmit mental disorder or defect, it would presumably 
be necessary to establish, by means of pedigrees, that 
mental disorder or defect was inherent in the family. 
As the main point in the recommendation was that 
sterilization should be voluntary and not compulsory, 
it was clearly impossible to gauge the number of cases 
of mental disorder or defect, or carriers thereof, in 
London who might submit themselves for such an 
operation. The General Purposes Committee, whose 
Tesponsibility it is to bring forward a recommendation, 
if any, decided that the knowledge and facts in 
possession of the Council were not sufficient to warrant 


"See British Medical Journal, 1934, i, 156 and 161. 


it expressing an opinion on the cectsiamanielgtinih of the 
Departmental Committee. A motion calling for the 
support of the Council for the recommendations of ihe 
Departmental Committee was proposed in the Council 
by Mr. Eric Hall, a Municipal Reform member, and 
seconded by Mrs. Bo:ton, a Labour member. Mr. Hall 
pointed out that the Departmental Committee was a 
very strong one, and had come to a unanimous decision. 
The voluntary aspect was emphasized, and the position 
of those to be treated was hedged around with every 
possible safeguard. There was no suggestion of com- 
pulsion in the report, and there was no ground for 
regarding voluntary sterilization as the thin end of the 
wedge. From 1926 to 1929 the Council was inundated 
with recommendations from different county authorities 
in favour of sterilization. Mrs. Bolton, in seconding, 
said she did so on eugenic and humanitarian grounds. 
The percentage of mental defectives was rising, and 
there was high fecundity among the feeble-minded, 
while at the same time, among responsible and healthy 
people, the principle of family restriction was growing. 
At present, while sterilization was at the command of 
the wealthy, it was only with the greatest difficulty that 
a poor man with an inherited physical or mental dis- 
order could find a hospital willing to sterilize him. 
Mr. L. Silkin, a Labour member, opposed the motion. 
The whole case for sterilization, he said, was based on 
the theory that mental deficiency was hereditary ; if 
that could not be established the case fell to the ground. 
He was not satisfied as to that basis ; it might very 
well be that environmental factors which had caused 
the parents to be defective had also produced mental 
defects in the children. Sir Oscar Warburg, a 
Municipal Reform member, said that the Council was 
not an appropriate body to balance the various factors, 
and the same view was put forward by Mr. Herbert 
Morrison, the Labour leader of the Council, who said 
that on the evidence before them they did not know 
enough to express an opinion one way or another, and 
unless they were absolutely sure they had no right to 
use public services for the purpose of tampering with 
human beings. Mr. J. H. Macdonnell feared that if 
sterilization were permitted the poor would be the 
subject of experiment. On a free vote in the Council, 
the party whips being taken off, it was agreed, by 
63 votes to 44, to express no opinion on the recom- 
mendations of the Departmental Committee. 


ICTERUS GRAVIS NEONATORUM 


One of the results of the increased interest shown of 
late years in disorders of the blood and the blood- 
forming apparatus has been the closer study of diseases 
which at first sight have little to do with this system of 
the body, but which in fact are intimately related to 
it. In a recent article' Drs. J. C. Hawksley and 
R. Lightwood describe the clinical and pathological 
features of the disease known as_ icterus gravis 
neonatorum, which is apparently one form of acute 
haemolytic anaemia in the newborn, in close association 
as regards aetiology with hydrops foetalis and con- 
genital anaemia. Occurring usually in families, often 
where the previous children have been stillborn or 
affected with jaundice, anaemia, or hydrops, this type 


Quart. Journ. Med., April, 1984, p. 155. 
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of jaundice makes its appearance within the first two 
or three days, and, rapidly deepening, leads on to 
drowsiness, anaemia, dyspnoea, enlargement of liver 
and spleen, and death, often with convulsions, in a 
large number of untreated cases. The important point 
clinically is the severe anaemia present, often masked 
by the jaundice but demonstrable in the mucous mem- 
branes. Blood examination at this period shows the 
severity of such anaemia, counts lower than half a million 
red cells per cubic millimetre having been recorded. The 
large number of nucleated red cells seen, the presence 
of reticulocytosis, and the positive indirect van den 
Bergh reaction all indicate the similarity of this dis- 
order to the group of ‘‘ destructive ’’ or haemolytic 
anaemias of later life. The striking pathological 
finding in these cases is the widespread blood-forming 
centres outside the bone marrow, indicating clearly 
the body’s attempts to compensate for a blood-destruc- 
tive process. That, at any rate, would appear to be 
the current view in this country, though authors else- 
where have postulated a primary upset in the blood- 
forming apparatus resulting in the appearance in the 
circulating blood of young and unstable cells which 
undergo rapid haemolysis. Whatever the exact causa- 
tion of the malady, the main point to note at this stage 
is that treatment can ke applied to bring the haemolytic 
process to a stop, and what was once a disease with 
an extremely high mortality can now be dealt with 
satisfactorily. The use of human serum, as suggested 
by Hampson, while effective in some instances in daily 
doses of 5 to 15 c.cm. until bilirubin begins to dis- 
appear from the blood, is not so certain a method as 
that advocated in the present paper—namely, the 
transfusion of citrated whole blood. Either parent 
may be the donor, and direct matching of donor’s cells 
against the baby’s serum is recommended. The size 
of the transfusion is on the basis of 10 to 15 c.cm. 
of blood per pound of body weight, and it has to be 
repeated at intervals of four to seven days until the 
red cell count is maintained at or about four million 
per cubic millimetre. The need for repeated trans- 
fusions is well illustrated in a case lately recorded! 
by Dr. W. R. F. Collis from Dublin. Here a baby, 
in a family where four previous children had died with 
deep progressive jaundice, became jaundiced forty- 
two hours after birth, and finally recovered after four 
transfusions, interspersed with, aitogether, twenty-two 
injections of human serum over a period of about five 
weeks. The anaemia in this patient was not so marked 
as in some of the recorded cases, but the red cell count 
on occasions was below two million per cubic millimetre. 


AN EXAMPLE OF MEDICAL CHARITY 


In 1911 the medical men of Barnstaple, Devon, 
appealed to the profession on behalf of Dr. C. M. 
Cooke, whose career was cut short by blindness at the 
age of 47.*° To that appeal the profession responded 
magnificently, for there was subscribed the sum of 
£2,378 3s. 5d., which, after deduction of the expenses 
and an immediate cash payment to Dr. Cooke, left 
some £2,000 for investment. Of this £1,000 was sp<nt 
in the purchase of a life annuity for Dr. Cooke and the 
remaining £1,000 invested. The generosity of the pro- 


1 Trish Journ. Med. Sci., March, 1934, p. 106. 
? British Medical Journal, April 21st and May 24th, 1911. 
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fession enabled Dr. Cooke to enjoy this annuity for 
over twenty years, until his death in the early part 
of this year. There remains, after the payment of 
expenses, a sum of £920, and Dr. J. R. Harper of 
Barnstaple, who was the moving spirit in the original 
appeal, and, with his fellow trustee, Mr. Gerald Oerton, 
solicitor, has been responsible for the administration of 
the fund throughout the past twenty years, seeks to 
dispose of the balance in a way which he believes 
will give expression to the intentions of those who gave 
so generously in 1911. He has handed the sum of 
£925, an amount which is in itself a tribute to the 
careful organization and administration of the fund, 
to the Charities Fund of the B.M.A. for disiribution to 
the Royal Medical Benevolent Fund, which carries 
the major burden of medical charity on its shoulders, 
and to the Sir Charles Hastings Fund, from which 
grants and loans are made to medical men in urgent 
and immediate need. Not only will this contribution 
be unusually welcome to medical charities at a time 
of considerable need, but it may prove a reminder that 
medical men and women are not unresponsive to an 
appeal on behalf of a fellow doctor when they are 
brought face to face with the facts. 


THE HALF-YEARLY INDEXES 


The usual half-yearly indexes to the Journal and to the 
Supplement and Epitome have been prepared and will 
be ready shortly ; they will, however, not be issued 
with all copies of the Journal, but only to those readers 
who ask for them. Any member or subscriber who 
wishes to have one or all of the indexes can obtain 
what he wants, post free, by sending a_ postcard 
notifying his desire to the Financial Secretary and 
Business Manager, British Medical Association House, 
Tavistock Square, W.C.1. Those wishing to receive 
the indexes reguiarly as published should intimate th’s. 


The Pritish Pharmacological Society held its annual 
meeting at Oxford on June 29th and 30th, under the 
chairmanship of Professor J. A. Gunn. Three new 
honorary members were elected: Professor Tiffeneau 
(Paris), Professor W. Straub (Munich), and Professor 
Heubner (Berlin). Previously elected honorary members 
were Professor J. J. Abel (Baltimore) and Professor 
Hans Meyer (Vienna). 


A preliminary conference on official and non-official co- 
eperative action, as suggested by the League of Nations 
Inquiry in the East, has been organized by the Joint 
Standing Committee of the British Social Hygiene Council 
and the Conference of British Missionary Societies. It will 
be held on Wednesday, July 25th, at the London School 


of Hygiene and Tropical Medicine, Keppel Street, W.C.,. 


with the Earl of Lytton in the chair. The objects of the 
meeting are: to consider reports on existing methods of 
co-operation between government and non-official organ- 
izations in combating traffic in women, in the rehabilit1- 
tion of victims of the traffic, and in educating public 
opinion on the social value of the modern methods of 
combating commercialized prostitution venereal 
disease ; and to discuss what measures can be promoted 
by, and among, non-official organizations in the East t9 
prepare for the suggested conference under che aegis 2 
the League of Nations. 
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NOTIFICATION OF TUBERCULOSIS IN 
GREAT BRITAIN 
A HISTORICAL NOTE 


BY 


Sir ARTHUR NEWSHOLME, K.C.B., M.D., F.R.C.P. 


My attention has been drawn to a paragraph in Sir Robert 
Philip's ‘‘ Musings in the Garden ”’ (British Medical 
Journal, June 23rd), in which he quotes from my 
Prevention of Tuberculosis (Methuen, 1908) a statement 
against the adoption on a national scale of compulsory 
notification of phthisis, and goes on to remark that this 
procedure became the law of the land in 1912. It has 
been inferred from the quotation and statement that, 
although in 1908 I became the chief medica! adviser of 
the Central Government in public health matters, the 
adoption of compulsory notification was carried through 
in 1912, notwithstanding, and not—as was the fact—in 
consequence of my official counsel and urgent action. 

I assume that Sir Robert did not intend this inference 
to be drawn ; but evidently it is important to place on 
record the correct history of the long-continued strenuous 
efforts made by a number of medical officers of health 
and other social workers, including myself, to secure first 
voluntary, and in due course compulsory, notification of 
every case of phthisis. This history is partially stated 
in the chapter in my Prevention of Tuberculosis, 1908, 
from which Sir Robert Philip’s quotation—which apart 
from its context is misleading—was taken. The history 
will be given more completely in my Recollections of Fifty 
Years in Public Health, which is nearly ready for 
publication. 

To understand the problem we must recall its sett'ng. 
The history of the notification of the chief acute infectious 
diseases is one of slow conversion of public opinion and 
especially of medical opinion from opposition to favour 
or at least to acceptance of this intrusion, in the public 
interest, into the confidential relationship of the family 
doctor to his patient. 

Prolonged agitation had gone on for many years before 
the late Dr. Sergeant secured the first local Act for the 
notification of acute infectious diseases in Bolton, Lancs. 
Other towns gradually secured the same powers ; then 
in 1889 « more general Act was passed giving local option, 
and in 1899 an Act of Parliament made compulsion uni- 
versal in all districts. A similar history attaches to the 
enforcement of compulsory notification of births within 
thirty-six hours. Huddersfield (Dr. Moore) led the way in 
1905 by a local Act, other towns followed slowly. Then a 
more general permissive Act was passed in 1907, and com- 
pulsion became universal in 1915. A like history holds 
good for the notification of tuberculosis, though in this 
instance the difficulties involved in overcoming the opposi- 
tion of the leaders of the medical profession and of its 
public health service were almost immeasurably great. 

I could fill several pages with illustrations of the 
persistent opposition to even voluntary, much more to 
compulsory, notification of phthisis, but I must content 
myself with quoting the position taken at the meeting 
in Marlborough House on December 20th, 1898, H.R.H. 
the Prince of Wales (afterwards Edward VII) being in 
the chair, to inaugurate the recently constituted National 
Association for the Prevention of Tuberculosis. The 
chief resolution of the meeting was proposed by the 
Marquess of Salisbury, who made the following, among 
other remarks: 

Nothing is more striking in the luminous statement of Sir 
William Broadbent or in the discussion following than the 
absence of all desire that the powers of the law should be 
brought into operation to carry out the objects of the Asso- 


ciation. . . . This is a snare which they will carefully avoid. 
They must be content with preaching the salutary doctrine 
which they hold, and must not think of applying to the 
secular arm. 


This statement appeared to embody the unanimous 
view of the conference, at which the chiefs of the medical 
and veterinarian professions spoke. 

At this point I am compelled to mention my own 
share, as well as that of others, in overcoming the per- 
sistent opposition to the notification of tuberculos’s. 
But first let me make it clear that the early and con- 
tinuous efforts of Niven and others like myself to secure 
notification of tuberculosis were not made merely to 
enable social investigations of housing, etc., to be under- 
taken. For this purpose anonymous notifications would 
have sufficed. There was deliberate intention to institute 
additional precautionary measures against infection and 
all circumstances favouring it, to an extent which was not 
practicable (or would not be practised) in many instances 
if the confidential relation between the patient and his 
doctor remained undisturbed. It was this implication 
which naturally—and, I may add, properly—gave weight 
to the persistent objection to compulsory or even voluntary 
notification. 

Dr. James Niven, then M.O.H. for Oldham, was the 
first, in 1894—note the year—successfully to persuade 
the doctors of that town to favour the voluntary noti- 
fication of their cases of phthisis to him, but the town 
council declined to endorse the proposal. Dr. Hermann 
Biggs later in the same year succeeded in a similar proposal 
for the city of New York. In 1899 I was successful in 
establishing the first system of voluntary notification «f 
phthisis in this country, in the town of Brighton. This 
was the culmination of prolonged advocacy. In the same 
year Dr. Niven, then M.O.H. for Manchester, persuaded 
the City Council to adopt the same course, thus suc- 
ceeding after his earlier attempt in 1894. I contributed 
various papers on the subject, and prior to 1998 had 
obtained the passing of resolutions in favour of voluntary 
notification of phthisis, at meetings of the Society of 
Medical Officers of Health, of the Sanitary Institute, and 
at the 1901 International Congress on Tuberculosis. In 
proposing these resolutions I deprecated premature 
attempts at notification—that is, attempts when the local 
authority did not yet possess an organization for sccuring 
improved care of the notified patients. 

In 1908 I was appointed Principal Medical Officer of the 
Local Government Board, and was confronted with the 
task of securing a complete reversal in this respect of the 
past policy of the Central Health Department of England. 
The arguments against compulsory notification have never 
been more forcefully stated than in Sir R. Thorne’s Harben 
Lectures in 1899. He “‘ felt certain that the compulsory 
notification of phthisis is calculated to retard the very 
object which they [its advecates] have in view.’’ Sir 
William Power, in his introduction to Dr. Bulstrode’s 
report on sanatoria in 1908, cautiously indicated the 
possibility of further local experimentation in notification. 
He referred to Sheffield, which, under the leadership of 
Dr. (now Sir John) Robertson, had already, at the end 
of 1903, secured the local enactment of compulsory 
notification of phthisis, associated with powers whicn 


ae 


everyday infectious disease.’’ And Sir William mentioned 
the experience of Brighton ‘‘ as indicating that where 
obvious personal advantages accrue to the patient—where 
he is not harassed in a social sense ...a system of 
voluntary notification may yield useful results.” 

It was at this stage that I wrote the sentence in respect 
of compulsory notification on a naticn-wide basis, which 
Sir Robert Philip has detached from its context, and thus 
done me less than justice. 


expressly dissociated administratively phthisis 
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I cannot detail here the almost insuperable difficulties 
encountered in overcoming central official opposition 
towards compulsory notification of tuberculosis for the 
entire country. The task to be undertaken was the gradual 
culmination of the continued and strenuous efforts of Niven 
of Manchester, Biggs of New York, and the rest of us during 
many years, and which in Sheffield had already succeeded, 
thus establishing the right of local experimentation on 
compulsory iines. Legal authority pronounced that the 
conditions of the Infectious Disease (Notification) Act 
could not be extended to tuberculosis. After much 
struggling this obstacle was circumvented by another 
procedure, on the strenuous intervention of Mr. John 
Burns. As a bouleversement of past official policy was 
contemplated, and as, furthermore, many sanitary authori- 
ties were still unready for complete systematic administra- 
tion of notification, I decided that the best plan was to 
secure enactment of compulsion in successive stages. And 
in the first year (1908) regulations were framed making 
it obligatory on all medical officers of Poor Law institu- 
tions, and on all district medical officers throughout 
England and Wales, to notify each case of phthisis under 
their care. This was-.followed very soon by the enact- 
ment of a similar nation-wide obligation to notify all cases 
of phthisis attended at any hospital, whether voluntary 
or official. 

The third stage was the issue of regulations enforcing 
also the notification of cases of phthisis occurring in 
private practice ; and lastly, in 1912 this universal obliga- 
tion to notify was extended to non-pulmonary as well as 
to pulmonary tuberculosis. In 1911 the passage of the 
National Insurance Act, and the gift by the Treasury of 
over a million sterling for sanatoria, and of half the cost 
of administration of tuberculosis schemes, made it easy 
for every local authority to carry out the preventive work 
which should follow notification ; and one had the satisfac- 
tion of knowing that the gradual but rapid enforcement 
of obligatory notification to increasing groups, and at last 
to the entire population, was a real and not a ‘‘ paper ”’ 
reform ; the preventive work following it being commen- 
surate with the steadily increasing range of notification. 
In short, compulsory notification had become universal 
as soon as there was reasonable prospect that practical 
measures on a national scale would follow its adoption. 
But it is my conviction that this could not have been 
effected so promptly but for the hard work during two 
decades of medical officers of health, who had demon- 
strated what could be accomplished when the notification 
of cases of phthisis was voluntary. 


RESEARCH FELLOWSHIPS IN TUBERCULOSIS | 


The Medical Research Council announces that it has made 
the following awards of Dorothy Temple Cross Fellowships 
for 1934-5, under the terms of the benefaction in that 
name for research fellowships in tuberculosis : 


SayLe Creer, M.B.Liverp., Lady Jones Ortho- 
paedic Research Fellow, University of Liverpool. 


ALFRED WHITE FRANKLIN, B.A., M.B.Cantab., M.R.C.P. 
Lond., Chief Assistant to Children’s Department, St. 
Bartholomew’s Hospital, London. 

D’Arcy Hart, M.A., M.D.Cantab., M.R.C.P. 
Lond., Assistant Physician, University College Hospital, 
London. 

ARTHUR LanpbAu, M.B.Capetown, M.R.C.P.Lond., House 


Physician, Brompton Hospital, London. 


BRITISH EMPIRE CANCER CAMPAIGN 


ALASTAIR HamisH TEARLOcCH RoBB-SMITH, M.B.Lend., Senior | 


Demonstrator of Morbid Anatomy, St. Bartholomew's 
Hospital, London. 

Dr. Robb-Smith’s fellowship is tenable in Germany: the 
others at centres in the United States. 

In addition, the fellowship awarded last year to Dr. GEORGE 
GREGORY KayNe for work at centres in Europe has been 


renewed for a further period of six months. 
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BRITISH EMPIRE CANCER CAMPAIGN. 


ANNUAL MEETING 


The annual general meeting of the British Empire Cancer 
Campaign was held at the House of Lords cn July $th, 
with the Marouess oF READING in the chair. A letter 
was received from the President of the Campaign, the Duke 
of York, stating that he had read the eleventh annual 
report with great interest, and the impression it had 
made on his mind was twofold: first, that the world of 
research within the Empire was a beehive of intense 
activity, and, secondly, that those who were well qualified 
to judge were satisfied that another swing-forward by 
the momentum of progress had taken place in no uncertain 
fashion. His Royal Highness added how gratified he 
was to hear that the Empire Day appeal had met with 
such spontaneous and whole-hearted support. 


CO-ORDINATION OF RESEARCH 


After the members of the Grand Council had been re. 
elected, on the motion of Mr. STANFORD CaAbE, the adop- 
tion of the annual report was proposed by Mr. Cecr 
ROWNTREE, who declared that the purposes for which 
the Campaign was founded were being fulfilled in all 
directions. One of those purposes was the co-ordination 
of research and research organizations, not only within 
Great Britain, but throughout the Empire. The recent 
step of setting up a panel of international correspondents, 
whereby there was an accredited representative in each 
of the great scientific capitals," had materially added to 
the accuracy and promptitude of their foreign informa- 
tion. The world had done the Campaign the honour of 
copying its organization, for it was now proposed that 
an International Cancer Union should be constituted, 
and a preliminary meeting had taken place in Paris. 
Dealing with some outstanding features in the scientific 
portion of the report, Mr. Rowntree said that investiga- 
tions carried out at the Cancer Hospital and the Middlesex 
Hospital had suggested the possibility that the ultimate 
cause of cancer might be something of a chemical nature 
produced by disordered functions within the body itself. 
With regard to prevention, there had been a great increase 
in the knowledge of the pre-cancerous condition, and in 
particular it appeared likely that there would be a great 
diminution in the incidence of industrial cancer as a 
result of investigations into the occurrence of carcino- 
genic agents in lubricating oils and other industrial 
materials. On the curative side he mentioned the recent 
advances in radiation treatment. Partly as a result of 
the pioneer work done by the Radiology Committee of 
the Campaign, radium had won its way to safe and 
successful use and to widespread professional recognition. 
The radium ‘‘ bomb ’”’ was coming to be regarded as a 
necessity for all well-equipped cancer centres. The radium 
position had been eased by the discovery of Canadian 
ores. Certain kinds of cancer, said Mr. Rowntree in 
conclusion, occupied hopeful salients, where advance had 
outstripped the general level, but the line as a whole was 
advancing. It was not to be expected that some sudden 
flash of genius could solve the cancer problem in a day. 

Mr. RicHarp C. Davies, in seconding the report, said 
that there was a deficit on the year of £15,282. This 
was due to several causes, among them the fact that part 
of the normal income had been diverted to the Empire 
Day appeal. The result of that appeal during the months 
of May and June amounted to £40,246, apart from certain 
large donations which were pending. He hoped that the 
appeal would be a recurring feature of successive Empire 
Days. 

THe GaRTON PRIZE 

The report having been duly adopted, Lorp READING 
presented the Garton prize (£500) and medal to Dr. 
H. A. Colwell for what in the unanimous opinion of the 
judges was the best essay on the biological effects and 
mode of action of radiations on malignant and other 
cells ; with a second prize (£100) and certificates to Dr. 
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F. G. Spear, of the Strangeways Research Laboratory, 
Cambridge, and his associates—Dr. R. G. Canti, Dr. 
Ww. H. Love, Dr. B. Holmes, Mr. L. G. Grimmett, and 
Miss S. F. Cox. 

Afterwards the fifty-first quarterly meeting of the 
Grand Council was held, with Sir HoLtspurtr WarING in 
the chair, at which one of the references from the Execu- 
tive Committee was that the 10 per cent. “‘ cuts’ in 
block grants to institutions be restored for the current 
year. 


STANDARDIZATION OF VITAMINS 


INTERNATIONAL CONFERENCE 


The second international conference on the standardization 
of vitamins was held in London from June 12th to 14th, 
under the chairmanship of Professor E. Mellanby, Secre- 
tary of the Medical Research Council of Great Britain. 
Both first and second conferences were convened by the 
Health Organization of the League of Nations, and held 
under its auspices. Experts were present from the follow- 
ing countries: Denmark, France, Great Britain, Hungary, 
Italy, the Netherlands, Norway, Sweden, and the United 
States of America. 

The report of the earlier conference, published in 1931, 
recommended for international adoption standards and 
units for four vitamins (A, B,, C, and D), adding that 
these standards should be “‘ provisional for two years ’’: 
vitamin A, which is necessary for growth, and the 
absence of which seems to render the organism more 
liable to infection ; vitamin B,, sometimes known as the 
antineuritic vitamin, which seems to be necessary to pre- 
vent the disease called beri-beri ; vitamin C, necessary 
for the prevention of scurvy ; vitamin D, necessary for 
the prevention of rickets. 

Since certain of the standard preparations recom- 
mended for adoption were not available for general use 
until 1932, the second conference was postponed until 
1934, at which date two years’ experience of the working 
in practice of the provisional standards was available. 
The report of the present conference should therefore be 
regarded as a revision of the report of the 1931 conference. 
In making its decisions the present conference had at its 
disposal the results of two years’ experience with the pro- 
visional standards, and in the interval a number of new 
facts, of importance in connexion with vitamin standards, 
had come to light. The provisional standards are widely 
used throughout the world, but it was the general opinion 
that certain alterations were advisable. 


STANDARDS AND UNITS FOR Four VITAMINS 


As in the 1931 report, standards and units are recom- 
mended in the case of only four vitamins—namely, 
vitamins A, B,, C, and D. Consideration was given to 
the possibility of adopting standards for vitamins B, and 
E (many hold that insufficiency of vitamin B, gives rise 
to pellagra ; vitamin E is necessary for successful repro- 
duction in both male and female), but it was felt that our 
knowledge of the nature of these vitamins, and of the 
pathological results to which their absence gives rise, is 
still insufficient to justify the adoption of standards and 
units. 

The standards for vitamins A and C, provisionally 
adopted in 1931, have been altered. Those chosen in 
1931 were found to have certain defects which impaired 
their usefulness ; the substitution of more clearly defined 
and more easily reproducible chemical substances is a 
useful step in advance. As vitamin A, pure f-carotene 
has been chosen in the place of the standard preparation 
of carotene recommended by the previous conference. The 
vitamin C standard chosen is ascorbic acid, a substance 
which the work of Szent-Gy6rgyi (Hungary) showed to be 
identical with vitamin C. No change has been recom- 
mended in the case of the vitamin B, and D standards. 
The former has proved highly convenient in practice— 
of all the standards chosen by the 1931 conference the 
Vitamin B, standard has perhaps proved most  satis- 


factory—and a large stock, sufficient to last for many 
years, is available at the central institution from which 
the standards are distributed—the National Institute for 
Medical Research, London. The vitamin D standard 
remains unaltered, with the proviso that it may be 
replaced when exhausted (or should it become for any 
reason unsatisfactory) by crystalline vitamin D in suitable 
solution. Large quantities of the standard solution of 
irradiated ergosterol are available. 

The units remain the same in all cases. Where a 
change has been made in the standard material the old 
units have been restated in terms of the newly adopted 
substance. The desirability of leaving the original units 
unaltered is emphasized by the fact that certain of the 
units recommended by the 1931 conference have been 
adopted into the pharmacopoeias of a number of countries. 


England and Wales 


Honorary Degrees at Bristol 


At a congregation on Saturday, June 30th, at the 
University of Bristol, honorary degrees were conferred 
upon Sir Robert Muir, M.D., F.R.S., of Glasgow, who 
had been selected to receive this distinction at the cen- 
tenary of the University in 1933, but was unable to 
attend ; upon Dr. Patrick Watson-Williams, an old student 
of the Bristol Medical School, who has distinguished 
himself as a p.oneer in laryngology and rhinology ; and 
upon Dr. George Parker, a learned medical historian 
who, after serving his full time as physician to the Bristol 
General Hospital, became honorary medical librarian to the 
University of Bristol. Dr. Parker has contributed a great 
deal to our knowledge of the methods of licensing medical 
practitioners in Great Britain, and his admirable marshal- 
ling of the chronicles of medical practice in Bristol is 
appropriately recognized by this honorary degree. He 
graduated with honours in the Moral Sciences and History 
Triposes at Cambridge in 1877, and now, more than fifty 
years later, he is once more eminent in these studies. In 
1924 he was president of the Association of Physicians 
when it met at Bristol. 


West London Medico-Chirurgical Society 


The fiftv-second annual dinner of the West London 
Medico-Chirurgical Society took place at the Trocader. 
Restaurant on July 4th, under the presidency of Mr. H. 
Tyrrell Gray. During the evening Sir Alired Rice-Oxlev 
handed to the president, who received them on behalf cf 
the society, the presidential collar and the silver cup 
which have been subscribed in memory of a very old 
member, the late Dr. Rickard Lloyd. Lord Macmillan, 
in proposing the health of the hosts, remarked on the 
fact that the society was associated with the West London 
Hospital, and this gave him an opportunity for an appre- 
ciation of the service which the medical profession 
rendered to the voluntary hospitals—a service which was 
one of the profession’s greatest achievements and honours. 
It was exemplified conspicuously in the work of the presi- 
dent, Mr. Tyrrell Gray, at the Hospital for Sick Children, 
of which the speaker happened to have some close know- 
ledge. Lord Macmillan went on to refer to the death, 
announced that morning, of Sir James Kingston Fowler, 
and said that one of the most striking things about 
Fowler's great career was his endeavour in the ranks of 
the medical students of London to create the university 
spirit. That was a difficult thing to do in the days when 
Fowler laboured, because at that time the University of 
London was little more than an examining body, which 
could hardly be expected to evoke the same pride and 
affection as a university in the complete sense of the word. 
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Things had now changed, however, and would change yet 
more in the near future, with the rising on that magni- 
ficent site in Bloomsbury of a new centre of learning. 
Associated with it would be the new Post-Graduate 
School of Medicine at Hammersmith, which was within 
the area of the West London Society. He begged his 
medical friends to look with benevolence upon the ambi- 
tions of the University of London and to give its projects 
all support. Mr. Tyrrell Gray replied to the toast in a 
few happy sentences, in which he expressed his own 
personal indebtedness to his fellow officers and to the 
general body of members. Dr. F. J. McCann proposed 
the health of the guests, to which there were two replies, 
one from Sir F. Stanley Jackson, who described humor- 
ously some of the tribulations to which the chairman 
of the Selection Committee of the English team in the 
test matches is subject, and the other from Mr. V. 
Warren Low, president of the Royal Society of Medicine. 
As president of a society which can date itself back, 
though under another name, for 129 years, Mr. Low 
expressed a fatherly interest in the West London Society, 
founded fifty-two years ago by a few practitioners in that 
locality, and now a very prosperous body of 300 members, 
with a distinguished list of past-presidents. 


Provision for Cases of Infectious Disease 


The Ministry of Health has issued to local authorities 
in England and Wales copies of the Public Health (Treat- 
ment of Infectious Disease) Regulations, 1934, which came 
into operation on July Ist. In an accompanying circular 
it is explained that hitherto there has been no legal 
obligation on a local authority which has provided a 
hospital for the treatment of infectious disease under 
Section 131 of the Public Health Act, 1875, to receive 
into that hospital a person suffering from infectious disease 
who is not an inhabitant of the district. Nor is there any 
obligation on the authority to provide treatment for 
infectious disease, or to meet the cost of treatment other- 
wise provided, for an inhabitant of its district who is 
temporarily outside the district. There was thus no 
general legal provision which definitely placed the respon- 
sibility for the treatment of a person who is found to he 
suffering from infectious disease while outside the district 
of which he is an inhabitant, either on the authority of 
the district in which the disease is discovered or on that 
of the district of which he is an inhabitant. The primary 
public purpose of the hospital treatment of infectious 
disease is to prevent the spread of the disease ; and as the 
population exposed to risk 1s that of the district in which 
the disease is discovered, it is generally recognized that 
the proper course is for the authority of that district, as 
the body responsible for preventing the spread of disease 
therein, to provide the necessary treatment. The Minister’s 
attention has, however, been drawn to certain cases in 
which an authority disclaimed responsibility for the treat- 
ment of persons temporarily living in its district and sent 
them back to their homes, although it was not denied 
that hospital treatment was required. Such a course is 
detrimental to the public health, inasmuch as it delays 
the provision of treatment and involves risk of the spread 
of the disease. The new regulations accordingly provide 
that an authority shall have the same powers and duties 
in relation to the provision of hospitals or temporary 
places for persons who are for the time being within its 
district, and are suffering from infectious disease, as it has 
in respect of the inhabitants of its district. The regula- 
tions will not affect the right of an authority to decide, 
on the advice of its medical officer, what cases of infec- 
tious disease should be treated in hospital and what cases 
can satisfactorily be treated otherwise. Their object is to 


secure that the authoritv’s decision should be based on 
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medical considerations alone, with a view to the most 
effective control of disease and the best use of the avail- 
able accommodation. The regulations will not apply to 
hospital committees established under the Isolation 
Hospital Acts, 1893 and 1901, since the powers con- 
ferred by those Acts make no distinction between 
inhabitants of the hospital district and those persons 
temporarily resident in the district. 


Birmingham Medical Reunion 


The Faculty of Medicine of the University of Birming. 
ham proposes to inaugurate the winter session of 1934 by 
holding a more extended series of meetings than hitherto, 
in order to allow of former members of the school being 
present at the various functions. Besides the usual 
address and the annual dinner of the school, a series of 
post-graduate lectures will be given at the affiliated 
hospitals. The preliminary programme for Thursday, 
October 4th, and Friday, October 5th, has now been sent 
to past students by the dean. On the first day there will 
be lectures at the Queen’s Hospital in the morning and 
afternoon ; and at 5 p.m., in the medical theatre of the 
University, Dr. F. Brett Young will distribute the prizes 
to students and give an address. At 7.45 p.m. a recep- 
tion by the dean at the Grand Hotel will be followed by 
dinner in the Grosvenor Room. On Friday there will be 
lectures at the General Hospital, and at the Children’s 
Hospital, Ladywood Koad. Those who send notice of 
their intention to be present will receive a further com- 
munication and detailed programme during September. 


Eichholz Memorial Clinic, London 


The Prince of Wales opened, on July 6th, the Alfred 
Eichholz Memorial Clinic and Institute of Massage and 
Physiotherapy by the Blind, describing it as one of the 
most important additions to the National Institute for 
the Blind, and one of its biggest activities. The whole 
cost of equipping this clinic has been borne by Mr. W. 
Eichholz as a memorial to his cousin, the late Dr. Alfred 
Eichholz, formerly chief medical inspector of the Board 
of Education, and at the time of his death last year a 
member of the council of the National Institute. It 1s 
proposed to conduct its activities in connexion with the 
Institute’s school for blind’ masseurs, and to serve the 
class of patient able to pay the usual fees for private 
treatment. The existing evening clinic will continue its 
work for hospital and other patients. The new estab- 
lishment is situated at 206, Great Portland Street, where 
the whole of one large floor has been converted into a 
suite of cubicles, bathrooms, rest-rooms, and consultation 
rooms. The balneological section comprises foam, 
sulphur, pine, wax, brine, and shower baths. The elec- 
trical section contains some of the most modern develop- 
ments in this line of therapy. Treatment will be given 
under medical supervision by blind persons who have 
qualified as chartered masseurs. The Prince commented 
on the undaunted perseverance and courage which had 
enabled the blind to make a livelihood, contribute to the 
social and economic life of the nation, and to excel in 
certain lines of work such as massage. In a survey of the 
work of the National Institute, Sir Beachcroft Towse, 
V.C., its chairman, stated that in addition to its weekly 
newspaper there were issued annually half a million 
volumes in Braille and Moon type ; financial assistance 
was rendered to many other institutions which were 
catering for the needs of the blind. He pointed out that 
the new clinic, as well as being a treatment centre, would 
also serve as a clearing-house for all blind masseurs and 
masseuses. Lord Moynihan, proposing a vote of thanks 
to the Prince of Wales, spoke of the humility which those 
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with vision must feel when brought to realize how magni- 
ficently the blind had triumphed over the handicaps 
inflicted by the loss of sight. He noted with pride that 
these great qualities were a national possess-on. 


Scotland 


Health of Edinburgh 


The annual report of Dr. John Guy, medical officer of 
health for the city of Edinburgh, states that the estimated 
population for the city is 452,773, an increase of 4,973 
over that for the previous year. The birth rate was 
15.1 per 1,000, the same as in 1918, the total number of 
births being 6,835. During the year there were 5,964 
deaths, giving a rate of 13.2 per 1,000. The infantile 
mortality was the lowest yet recorded, being 66 deaths 
per 1,000 births. There was a slight increase in deaths 
from tuberculosis, the number being 322 as compared with 
313 in the previous year. An arrangement between the 
Corporation and the University, whereby the latter con- 
ducts bacteriological services for the city, was continued, 
and among these was an investigation of fifty samples 
of milk supplied to the city. It was observed that the 
bacterial content varied from 20,000 bacteria to 154,009,009 
per cubic centimetre ; twenty samples showed between 
1,000,000 and 3,000,000. There was found to be no 
relation between the outward appearance of the shops 
and the character of milk, for good samples were often 
obtained from small shops in the slums, while thoroughly 
bad samples were procured from pretentious and appar- 
ently clean dairies in the suburbs. The investigation 
revealed a necessity for investigating and improving, 
where necessary, methods of milk distribution. The 
report comments on the training of probationer nurses 
in the municipal hospitals; it had been difficult to 
provide probationers with sufficient surgical training, 
although the general training in such hospitals was 
particularly full. In the school medical service a system 
of class-room inspection was introduced in which the 
teacher and the doctor collaborated. In this way 25,000 
children were inspected instead of 4,000 at the nine-year 
period as formerly. 


Hospital for Cripp!ed Children 


At the annual mecting of the Princess Margaret Rose 
Hospital for Crippled Children at Fairmilehead, Edin- 
burgh, with the Earl of Home presiding, the report was 
presented by Lady Findlay, and an address on the work 
of the hospital during the past year was given by Mr. 
W. A. Cochrane, F.R.C.S.Ed. Mr. Cochrane said that 
during the year eighty-four new cases had been admitted, 
while seventy-two patients had been discharged cured 
or greatly benefited by the treatment. There had been 
nine cases of congenital club-foot and nine of congenital 
dislocation of the hip-joint, which had been successfully 
treated by repeated manipulations and reapp‘ication of 
plaster cases. There had been sixty-one operations, 
mainly of a major character, which had all been carried 
through successfully without any post-operative infection. 
The general conclusion reached in regard to crippled 
children was that 75 per cent., if attention was given 
sufficiently early, could be converted into useful and 
active citizens. Patients requiring orthopaedic treatment 
could be divided into two clearly defined classes—thos> 
who could not walk at all and those who walked imper- 
fectly. Certain fundamental activities were necessary for 
a child’s independent life: that he should be able to 
stand on his feet ; that he should be able to get up and 
down out of a chair ; and that he should be able to go 


up and down stairs. It was only when the crippled 
child was able to do these three things that he became 
independent. The chief benefit to be obtained from the 
hospital was from the fully organized system of care 
which the hospital and its clinics provided. This gave 
prompt admission, the prolonged stay necessary for the 
treatment of cripples, and after-care by a clinic near the 
patient's own home where remedial exercises and other 
measures prevented relapse. This out-patient work was 
of the utmost value. It provided that early treatment 
at the first signs of crippling conditions which often 
obviated the necessity for operation later. During the 
past year the county authorities through the active 
support of their public health committees had given 
increasing assistance to these out-patient clinics. He 
hoped that before long all the areas which the hospital 
was designed to serve would have associated clinics for 
collecting patients and for their after-care. Lord Provost 
W. J. Thomson moved the adoption of the annual report, 
which showed that the expenditure for the year had 
amounted to £7,405 ; against this £3,366 had been re- 
ceived in patients’ fees, leaving a deficit of £4,038. 
Covering this deficit £3,855 had been received in legacies, 
donations, etc., and a further sum of £1,000 from the 
Scottish Branch of the British Red Cross Society towards 
running expenses. Sir Thomas Whitson, commenting on 
the accounts, said it was unsatisfactory that this young 
institution should have to use legacies to secure ‘ts deficit ; 
he hoped that local authorities in Edinburgh and other 
places would send more paying patients to what was a 
wonderful institution. The time had come, he said, 
when the co-ordination of the hospital organizations in 
the city was necessary, and he hoped that, as the result 
of such co-ordination, a large number of patients would 
be sent to the Fairmilehead Hospital. 


Royal (Dick) Veterinary College 


Professor Sir Thomas Hudson Beare, presiding at the 
annual prize-giving of the Royal (Dick) Veterinary 
College, Edinburgh, on July 2nd, stated that the affilia- 
tion of the College with the University of Edinburgh had 
passed through most of the stages and was now only 
waiting the approval of the King. In speaking of the 
report of the Committee on Cattle Diseases, he said that 
the general public did not realize what a great industry was 
involved in the production of milk, for in the year 1931 
the value of this industry at the farms was £64,000,000, 
and this value was doubled by the time the milk reached 
the consumer. The committee had recommended that 
the veterinary service should be entrusted with the duty 
of carrying out periodical clinical examination of dairy 
herds with a view to the elimination of certain diseases. 
The Board of Governors was anxious to give assistance 
to students desirous of taking the diploma in veterinary 
State medicine, but was at present somewhat limited by 
the size of the buildings and staff. Very soon additional 
accommodation would be necessary, and the funds for 
this would require to be sought from the community as 
a whole, especially the farming community. Principal 
O. Charnock Bradley said that in the past two years the 
number of students in the College had been a record. 
He believed that the College kept fully abreast of the 
changes in veterinary science, and this was particularly 
noticeable in the department which dealt with diseases 
of poultry. 

Edinburgh Hospital for Sick Children 

At the annua! meeting of the Royal Edinburgh Hospital 
for Sick Children Mr. Colin M. Black, who presided, said 
that the number of cases treated in the past year, though 
slightly below that for 1932, was still above 3,000 ; white 
cut-patient attendances had reached nearly 44,000. The 
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directors were icintaaillasil: with the equipment of a_bio- 
chemical laboratory, which would be in working order by 
autumn of the present year. The ordinary expenditure 
of the hospital and its convalescent home exceeded the 
income by over £5,000, but the deficit was met by legacies 
and special donations, which had amounted to £9,579. 
Professor John Fraser said it would be a matter for regret 
if the voluntary system of hospital support were aban- 
doned. A hospital which it was certainly a duty to main- 
tain on its present basis was the Edinburgh Hospital for 
Sick Children, for it was managed and organized in an 
ideal way. The institution had the unique privilege of 
caring for those whose future was still untold ; to care for 
a sick child was not only a primitive instinct in man’s 
nature, but was an urgent and sacred duty. The report of 
the hospital indicates that there was a very high incidence 
of acute rheumatic infection during 1933, since sixty-two 
new cases were admitted during the year in addition to a 
large number of old cases readmitted. The infection was 
connected with an epidemic of scarlet fever in Edinburgh 
during 1933, which was one of the largest that the city 
had experienced ; this fact appears to be of particular 
interest in the light of recent investigations into Lhe 
causes of both rheumatic infection and scarlet fever. 


Ireland 


King’s Professorship of Medicine, T.C.D, 


Dr. V. M. Synge has been elected to the King’s pro- 
fessorship of the practice of medicine in the medical school 
of Trinity College, Dublin, to fill the vacancy caused by 
the death of Dr. F. C. Purser. Dr. Synge received his 
medical degrees in 1918 at Dublin University, and pro- 
ceeded M.D. in 1919. He was elected a Fellow of the 
Royal College of Physicians of Ireland in 1921. 


Ir'sh Medical Assocation 


Dr. R. J. Rowlette presided at the annual meeting of 
the Irish Medical Association, held on June 26th in the 
Royal College of Surgeons, Dublin, at which, for the first 
time in the history of the association, there was a scien- 
tific session. Dr. E. T. Freeman opened a discussion on 
the modern treatment of pulmonary tuberculosis. He said 
that with the return of normal conditions at the end of the 
war there came a reawakening of interest in many medical 
problems and a rapid difiusion of knowledge. This was 
most striking in tuberculosis, where the main advance had 
been along lines that were partially surgical. It had 
fostered the physician with the surgical bent, and in some 
cases had produced the complete specialist, who was both 
physician and surgeon. Mr. A. B. Clery discussed the 
operative treatment of tuberculous disease of the lungs, 
and described the condition under which surgical opera- 
tions could be carried out with ease and safety to the 
patient. The operations, he said, should be followed by 
efficient sanatorium treatment. Mr. C. MacAuley, vice- 
president of the association, gave a demonstration of the 
thoracoscope. Dr. J. A. Harbison, medical officer of health 
for County Dublin, in the course of an address on the 
relations of the medical officers of health and general 
practitioners, said that although public health authorities 
were concerned chiefly with the prevention of disease, it 
was impracticable to draw lines of demarcation between 
treatment and prevention. If success was to be complete 

whole-hearted collaboration between the official and 
private practitioners of medicine had to be secured. The 
co-ordination of the special services set up by the State 
had been entrusted to the medical officer of health, for 
their creation had, in the main, been prompted by the 
tendency in preventive medicine to devote consideration 
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more to the individual than to his surroundings, to seek 
in the man himself rather than in his environment the 
causes of disease. As a sanitarian the medical officer of 
kealth must continue persistently to scrutinize the Causes 
and sources of disease which were traceable to man’s sur- 
roundings, but it was in the field of individual hygiene 
that the future would find most work for him. Dr. 
T. J. R. Maguire, County Roscommon, said that all school 
children whose parents desired it obtained free medica] 
examination, If the free examination was to be followed, 
as a matter of course, by free treatment, then the pro- 
fession would have just cause for complaint. If the sifting 
of patients into those who could afford private treatment 
and those who could not were neglected, then there would 
be a loss to the private practitioner. If, however, the 
sifting were effectively done the result would be a gain 
to the profession. In County Roscommon no children 
obtained treatment until their parents submitted a certifi. 
cate that they could not afford treatment privately. He 
said that the whole-hearted manner in which the pro- 
fession co-operated in public health schemes was unique ; 
no other guild or craft laboured so assiduously for its own 
extinction. Dr. T. Bb. MacDonnell considered that the 
present tendency was for new health schemes to encroach 
on the work of the general practitioner. While the latter 
was more than ever anxious to carry on the tradition, it 
had to be realized that the sources of remuneration which 
had existed heretofore had in many instances disappeared. 
Dr. T. F. Armstrong said that the health services of 
Ireland had been taken from countries where conditions 
were totally different, and were not yet on a sound 
foundation. He suggested that the county medical officers 
of health should standardize their methods. Dr. J. A. 
Musgrave, medical officer of health for County Louth, 
also read a very interesting paper on public health 
administration. 

In the afternoon the business meeting was held. Dr. 
Rowlette thanked the members for his re-election, and 
said that by giving him a third year of office they had 
conferred on him an honour unique in the history of the 
Irish Medical Association. He was glad to say that the 
General Council of Medical Associations, recently formed, 
had been active, and that all representations to Govern- 
ment Departments were now made by this body, which 
could speak with unquestionable authority. Professor 
T. G. Moorhead, President of the British Medical Asso- 
ciation, was elected an honorary member of the I.M.A. 


Armagh Mental Hospital 


The annual report of the Armagh Mental Hospital states 
that on Sects 3ist, 1933, there were 562 patients—- 
289 males and 273 females. The admissions throughout 
the year numbered seventy-four ; the total cases being 638, 
or thirteen more than in 19382. Discharges numbered 
twenty-nine ; twenty-five of these were patients who had 
recovered. There were thirty-four deaths. The daily 
average number of patients under care was 563. Thirty- 
seven males and thirty-two females were admitted under 
reception orders. One male voluntary patient was ad- 
mitted, and four females were admitted under transfer. 
Among the admissions were children of 2, 8, and 13 years, 
and a patient of 23. These were imbeciles, and could he 
improved but not recover. Six patients were over 70, 
a fact which would also tend to lower the recovery list. 
The ratio of recoveries to admissions was: males, 40.5 per 
cent. ; females, 27.7 per cent. There had been an unusual 
amount of sickness during the year ; an epidemic of 
influenza attacked sixty-six patients and five of the stafl. 
There was also ty phoid fever among both. staff and 
patients, the disease being fatal in the case of one atten 
dant and two patients. There was a slight increase ia 
the number of paying patients. 
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Reports of Societies 


CLINICAL PATHOLOGY OF COMA 


The summer meeting of the Association of Clinical Patho- 
logists, held at the Royal Infirmary, Gloucester, on June 
93rd, with Dr. E. N. Davey, pathologist to the hospital, 
in the chair, was devoted largely to a consideration of the 
clinical pathology of coma. 


THE BARBITURATES 


Dr. G. Rocue Lyncu, speaking on the toxicology of the 
barbiturate drugs, said that all drugs of this group had 
the common basis of a combination of malonic acid with 
urea, the different proprietary preparations being produced 
by the substitution of various radicals at vary.ng points. 
Some of these preparations, in addition to the malonyl- 
ureide compound, also contained various proportions of 
amidopyrine or pyramidon. A single pharmacological dose 
produced sleep ; repeated doses might, in sensitive persons, 
give rise to such symptoms as drowsiness, ataxic gait, 
ptosis, diplopia, and visual hallucinations. The barbitu- 
rates were not cumulative in the ordinary sense of the 
word, but after prolonged administration the effects might 
be slow in disappearing. The margin between the effec- 
tive and the toxic dose was small. After a toxic dose 
symptoms might appear in a fewminutes: these were head- 
ache, ataxia, vertigo, and drowsiness passing on to coma; 
there might be a preliminary period of excitement. On 
the establishment of coma the plantar reflex might become 
Babinski in type and the breathing periodic ; the pupils 
were small but not pin-point, and the temperature became 
subnormal: bronchopneumonia tended to appear after the 
first twenty-four hours of coma. Dr. Lynch pointed out 
that many persons had an idiosyncrasy to the barbiturates, 
and said that these should be used with caution in toxic 
conditions of the liver, hyperthyroidism, chronic sepsis, 
renal disorders, and in all states of allergy. There was con- 
siderable variation between the minimum and the average 
fatal dose: for veronal the former was 15 grains and the 
latter 50 ; for luminal, 15 and 30 grains. Post-mortem 
findings were not characteristic: bronchopneumonia was 
almost constant, but of no special type ; the liver and 
kidneys underwent fatty and parenchymatous change, 
but this might be evident only on microscopical examina- 
tion. Dr. W. D. Newcombe had pointed out to him 
that the cerebellum frequently showed a pressure cone. 
Pemphigoid and bullous rashes might appear on the skin. 
Dr. Lynch questioned whether in all cases returned as 
suicide from barbiturate poisoning the drug had actually 
been taken with fatal intent. In one case ten tablets of 
a barbiturate preparation had been taken during one 
night: on recovering consciousness the patient recollected 
having taken two only ; the remaining eight had appar- 
ently been taken in a state of somnambulism induced by 
the drug. When patients were given more than sufficient 
tablets for one night they should be instructed to take 
the night’s dose and then to place the remainder in an 
inaccessible spot. 

In the treatment of barbiturate poisoning the stomach 
should be washed out ; for this purpose alkali should on 
no account be employed, as it rendered the poison more 
soluble ; strong coffee and glucose should be left in the 
stomach, and the wash-out repeated two or three times, 
at intervals of four hours or so. Colonic lavage was useful, 
and should be repeated after twelve hours. Cardiac stimu- 
lants should be given in full doses. Lumbar or cisternal 
puncture was of the utmost importance, and should be 
Tepeated every twelve to fifteen hours, so long as the case 
seemed to demand it. This procedure served both to 
remove the poison, which was excreted in high percentage 
itto the cerebro-spinal fluid, and to relieve cerebral 
Pressure. Other methods of treatment included strych- 
mine, picrotoxine, and alcohol. Great claims had been 
made for treatment with strychnine, and massive doses 
had been given. Although strychnine was valuable reason- 
able caution should be exere‘sed in its use. In identify- 
ig a case of barbiturate poisoning the urine, stomach 


contents, and cerebro-spinal fluid should be examined for 
the poison: examination of the cerebro-spinal fluid was 
of particular importance, as drainage should be persisted 
with until the drug had practically disappeared. Dr. 
Lynch described the methods of identification of barbitu- 
rates in the various body fluids, and pointed out that they 
fell into two groups, one of which was rapidly broken 
down, while the other was more stable. Dial belonged 
to the former, and the amount of this excreted in the 
urine might be very small. Dr. J. G. GREENFIELD said 
that he had found protein in the cerebro-spinal fluid. In 
view of the evidence that cerebral oedema, with increase 
of cerebral pressure, played some part in the production of 
symptoms he questioned the safety of cisternal puncture. 


CEREBRAL CONDITIONS 


Dr. J. G. GREENFIELD gave an account of several cases 
of subdural haematoma. This condition appeared to be 
becoming more frequent, probably on account of the in- 
crease in motor accidents. It was much commoner in 
males than in females. The cerebro-spinal fluid might be 
absolutely normal and not even under pressure ; some- 
times it showed slight discoloration of the supernatant 
fluid after centrifugalization and an increase of protein, 
but these features were not constant. Flakes of fibrin 
might be present in the fluid as withdrawn ; their presence 
constituted an important diagnostic aid. It was difficult 
to account for the long latent period between injury and 
the onset of pressure symptoms on the assumption of 
actual continuance of the haemorrhage. The increased 
cerebral pressure might be brought about by imbibition 
of fluid into the haematoma, this being occasioned by 
increase in the osmotic tension of the haematoma contents, 
the result of breaking down of the blood. 

Dr. A. G. SHERA (Eastbourne), describing several cases 
of coma due to subarachnoid haemorrhage, drew attention 
to the existence of a spinal as well as a cerebral type: the 
former never produced coma, and the main symptom was 
severe pain in the back, which was relieved by lumbar 
puncture. In both forms the cerebro-spinal fluid was 
almost invariably blood-stained, the b‘ood being intimately 
and uniformly mixed with the fluid: on centrifugalization 
the supernatant fluid was coloured to a degree depending 
on the distance of the date of the haemorrhage. Besides 
giving relief to the headache lumbar puncture was an 
important diagnostic measure ; the condition was usually 
accompanied by some degree of fever, and, short of exam- 
ination of the cerebro-spinal fluid, the diagnosis between 
it and meningitis might be impossible. Massive albumin- 
uria might occur, and papilloedema and retinal haeracr- 
rhages were common. Dr. Greenfield demonstrated micro- 
photographs illustrating that deficiency of the media of 
the cerebral vessels was common at points of bifurcation ; 
it was at these deficient sites that the aneurysms formed, 
whose rupture gave rise to subarachnoid bleeding. 

Dr. S. C. Dyke reported seven cases illustrating the 
occurrence of coma, and in some cases convulsions and 
other grave cerebral manifestations, in association with 
raised blood pressure. He used the term “‘ hypertensive 
encephalopathy,’’ first employed by Oppenheimer and 
Fishberg, to describe the condition. Five of the patients 
were children or young adults ; in addition to coma they 
all had convulsions, and some of them amaurosis. In 
the two elderly patients convulsions were absent. The 
younger patients were suffering from acute glomerulo- 
nephritis ; there was no evidence of renal damage in the 
two older subjects. The feature common to all was a 
raised blood pressure. Dr. Dyke pointed out that when 
associated with renal damage hypertensive encephalopathy 
was usually described as uraemia ; in none of his cases, 
however, was the blood urea significantly raised, and the 
term was therefore not applicable. Treatment was by 
venesection, lumbar puncture, and magnesium sulphate 
rectally and by mouth: all the patients made a good 
recovery. Dr. CurHpert DvuKes considered that in all 
the cases described the manifestations might properly 
be called uraemic. Dr. A. F. S. StappEN (Swansea) 
suggested that in the light of, present knowledge some 
examination into the meaning of the term ‘‘ uraemia ”’ 
was advisable. 
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SEX: ITS NATURE AND ABNORMALITIES 


The Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine joined with the Medico-Legal Society, 
on July 6th, for a discussion on ‘‘ Sex: its Nature and 
Abnormalities, considered from Biological and Legal 
Points of View.’’ Professor W. Bratr-BELL, president 
of the Section, was in the chair. 


BroLocicaL OF SEX 


Professor F. A. E. Crew, of the department of animal 
genetics, University of Edinburgh, said that when an 
understanding was sought of the attributes of man and 
the complexities of society it was customary to begin with 
a comparative survey of similar phenomena in other forms 
of life. The politician, the cleric, the devotee, commonly 
asked for the biologist’s endorsement that what he held 
was right or more than right, even natural. But human 
society was quite a unique biological phenomenon ; it was 
doubtful whether there was anything like it among the 
experimental material of the biologist. In that material 
there were social groups, but no morals ; crime, no doubt, 
but not sin. The reference to the lily or the ant might 
be useful to the philosopher, but the student of human 
behaviour could hardly hope to find an explanation of 
many things that puzzled him by turning to the rabbit 
or the bird. The biologist was no longer concerned with 
the search for an understanding of the nature of sex itself ; 
he contented himself in this stage of the development 
of his science with a discussion and analysis of those 
differences which prompted him to regard one individual 
with one particular kind of organization as a male and 
another of a contrasted kind as a female. The more one 
knew of sexual differences the less one knew of sex 
itself. Sex would seem to imply differences of structure 
and behaviour of two dissimilar individuals and of two 
reproductive cells—sperm and ovum—in the mating of 
the individuals. Because the mating of two dissimilar 
individuals of the species commonly resulted in concep- 
tion, nothing was easier than to conclude that the nature 
and meaning of sex could only be considered and recog- 
nized by bringing it into essential relation with reproduc- 
tion. Thus the notion of a purpose in sex was revealed, 
the service of the race ; but that was not a contribution 
of biology, it was an imposition on that science. 

The biologist knew that sexuality and reproduction, 
though commonly related, were, in certain forms of life, 
not only separately distinguishable but even completely 
dissociated. Reproduction without sex was just as 
common as reproduction with sex, and sexual reproduc- 
tion, though very different from asexual, could claim no 
marked advantage from the biologist’s point of view. It 
was, however, a fact that in an ever-increasing number of 
species the existence of sex chromosomes was being demon- 
strated, and it was shown that in a considerable number 
of cases there was dissimilarity between the sexes in sex- 
chromosome constitution. Abnormalities in the distribu- 
tion of sex chromosomes were always associated with the 
sex characterization of the individual. In the fruit-fly, 
Drosophila melanogaster, it was by no means uncommon 
(occurring in 1 in 200 cases) to find all the characters on 
one side of the body male and all those on the other 
female. In this insect it was possible to get a graded 
series of abnormal sex types, from the super-female, in 
which the female characters were greatly exaggerated, 
to the super-male ; and associated with each type there 
was a constant abnormality in the relative number of 
X-chromosomes and autosomes. He instanced also the 
gipsy moth, Lymantria dispar, where the male and female 


‘ determining influences were such that, crossing Japanese 


males with European females, half the resulting males, 
though looking and behaving like males, were, with refer- 
ence to their sex-chromosome constitution, females. 
What, therefore, was a male, and what a female, when 
it was possible to produce any desired grade of inter- 
sexuality? Again, there was the marine worm, Bonellia, 
whose sexual destiny was determined by the place where 
the larva, sinking in the sea, touched bottom. If it 
alighted on or near the proboscis of a female it became 
a male ; if well away from the female, then it became a 
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female. What was male and what was female? The 
biologist, if honest, would say that he had no opinion 
He could identify a male and a female, but in the presence 
of the intersexual form he had nothing to say. 


MECHANISMS WuIcH DETERMINE SEX BEHAVIOUR 


Dr. B. P. Wiesner, continuing the biological argument 
said that in the male rat sex activity was comparatively 
simple. It would attempt to mate with any other animal 
of its kind of similar appearance, whether male or female 
The distinction between the sexes which resulted in normal 
or heterosexuality appeared to be definitely a secondary 
phenomenon in evolution. Mating was actually restricted 
to union between male and female, not, however, ‘because 
the first male selected, but because the second male did 
not permit. The testes could be removed from the rat 
after puberty without interfering for a considerable time 
with the sex life of the animal, whereas complete removal 
of the anterior lobe of the pituitary resulted in immediate 
disappearance of all sex activity. Such activity was 
determined by some as yet unknown substance such as 
was extracted from the anterior lobe. Sex activity in 
animals varied, first, with regard to its intensity—it could 
be prolonged and vigorous, or intermittent and sluggish— 
and secondly, with regard to its structure and the integra- 
tion of the various movements which constituted in their 
totality the sex act. Intensity and structure were in- 
dependent of each other, or had very slight correlation, 
After hypophysectomy it was possible to restore com- 
pletely spontaneous activity without restoring sex activity. 
Therefore it was assumed that there was a group of sub- 
stances which canalized energy into sexual channels, and 
a second factor, or perhaps many factors, which produced 
the energy itself. It was also worth noting that associated 
with the factors which determined sex behaviour were 
factors which determined certain specific, but not easily 
described or measured, activities of the animal. For 
example, rats which were wild or brutal would lose those 
traits in a few days after complete removal of the anterior 
lobe. Many of the factors responsible for highly dynamic 
motivation were associated, if not identical, with the 
factors responsible for sex behaviour. Maternal behaviour 
in the rat and other animals was a complex thing, but 
again it was, to some extent, activated by chemical factors 
belonging to the hypophyseal ovarian mechanism. Homo- 
sexuality in rats could be artificially produced by keeping 
males together for a certain length of time. 


INTERSEXUALITY IN MAN 

Dr. H. Garpinek-HILe said that intersexuality was only 
occasionally met with in medical practice. The study of 
the subject included various types of hermaphroditism 
and sex reversal. The underlying pathology was very 
little understood. As a physician his thoughts naturally 
turned to the endocrine aspects of these problems.  Pro- 
fessor Crew, in his biological survey, had pointed out that 
there were other and probably more important aspects. 
The initial bias in sex differentiation seemed to begin with 
the hereditary and chromosomal factor, presumably modi- 
fied afterwards by other influences, endocrine and 
environmental. With regard to the endocrines, it was 
now generally accepted that the hormonic stimulus which 
led to the growth of the accessory sexual organs and the 
secondary sex characters came from the gonads them- 
selves. The pituitary was also concerned in sex develop- 
ment, but did not seem to play any part in sex differ- 
entiation. In clinical work destructive lesions of the 
pituitary in children were associated with infantilism. 
The renal cortex provided another endocrine influence, 
Precise information as to the function of this gland im 
this connexion was lacking, but cortical tumours were 
found associated with varying degrees of virilismus in the 
female, and so it was assumed that a hormone was pfo- 
duced which had a masculinizing influence. Such was a 
brief outline of the main endocrine influences which played 
a part in the development of sex. With regard to clinical 
aspects, the grades of intersexuality found in man t- 
cluded true hermaphroditism, combining in one individual 
the bodily characters and generative cells of both sexes— 
a rare condition, though the president of that meeting, 
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Professor Blair-Bell, had reported on one very interesting 
case of a girl of 17, who had commenced life and passed 
uberty as a normal girl, and menstruation had ceased 
after eighteen months and masculine characters appeared. 
Pseudo-hermaphroditism was more common where genital 
ducts were found in contrast with the gonads. A third 
group of abnormal conditions must be referred to under 
the heading of the adrenogenital syndrome. The patho- 
logical lesion might be either diffuse cortical hyperplasia 
or a neoplasm, which might be either benign or malignant. 
The influence of such a lesion might manifest itself in 
different ways, depending on the age of the individual 
at onset and also the type of lesion. Successful opera- 
tive removal of cortical tumours had been reported in 
several instances. The gross condition was rare in com- 
parison with the very large number of individuals who 
showed signs of minor disturbances in the sexual sphere, 
such as, in the female, slight hypertrichosis of the male 
type, poor development of the breasts, and so forth. In 
these individuals the condition did not seem to be serious 
or progressive, and there was seldom any evidence of an 
endocrine lesion, but, of course, the opportunities for 
pathological investigation were few and far between. One 
suspected that the abnormality was largely due to in- 
herited influences, and other members of the family would 
usually be found to show the same tendencies. 


MEDICO-LEGAL IMPLICATIONS OF MASOCHISM 


Sir BERNARD dealt with the problem _pre- 
sented by cases of masochism which had led to the 
accidental death of the individual during the act. Maso- 
chism was a condition in which a person subjected himseif 
to severe physical restraint, discomfort, or even pain, with 
the object of obtaining sexual gratification. One of the 
difficulties from the medico-legal point of view was that 
the rite was usually practised in secret, and in fatal cases 
there might be no clue in the history of the individual to 
explain the conditions under which death came about, so 
that there was a risk of the fatalities being interpreted as 
suicide or even murder. His own experience concerned 
three individuals—-two of them lads, and the other a 
man of 34—who had tied themselves up so completely 
that the binding might have been thought the work of 
another person, and only by careful analysis was it shown 
to have been the act of the individual himself. The cause 
of death in each case was asphyxial suffocation, hanging, 
or strangulation. Whether an attempted asphyxia was a 
stimulus to the sexual act in some, or whether asphyxia 
was the chief danger in this practice could not be stated. 
He believed that many of the cases found in coroners’ 
courts as suicide, otherwise inexplicable and occurring in 
young individuals, should properly have been interpreted 
as accidental deaths due to masochistic practices. Possibly 
some cases of suspected murder might come into the 
same category. It was an interesting and important legal 
problem in connexion with sex abnormality. 


Tue ENbpocRINES IN SEX CONSTITUTION 


Professor W. Brarr-BeLv said that it was well known 
that in the human embryo it was impossible, until about 
the eighth week, to say whether the genital organ was 
going to be a male or female gonad. About the eighth 
or ninth week determination in one direction or another 
occurred, but subsequently to that period there must be 
to a large extent bisexuality. He thought a mistake had 
been made in describing the primary sex factors as being 
merely those of the constitution of the gonad itself. Quite 
clearly, if the development of the gonad was doubtful for 
a space of time it might be converted into either the ovary 
or testicle, or, in very rare cases, both might develop. 
He had always thought that the endocrine organs ought 
to be considered in this connexion, especially the supra- 
renal cortex, the anterior pituitary, and, possibly, the 
thyroid gland and the pineal gland. In connexion with 
hermaphroditism, he believed it was Bond of Leicester 
who reported a pheasant which was cock on one side and 
hen on the other. How was it such a thing happened? 
He laid down three aphorisms with regard to pseudo- 
hermaphroditism: (1) the secondary sex characteristics 
were opposite in nature to the anatomical structure of the 
gonad ; (2) in pseudo-hermaphrodites it was always found 


with testes might have most perfect secondary female 
characteristics ; (3) in pseudo-hermaphrodites the ovaries 
were always much more fully developed than were the 
testes in pseudo-hermaphrodites of the opposite character. 
In a pseudo-hermaphrodite with testes, but with perfect 
female secondary characteristics the mind was that of a 
woman—indeed, generally very much of a woman. There- 
fore he tnought the law was wrong in cases of nullity 
when it said that a person was male or female in accord- 
ance with the nature of the gonad. The gonads were not 
the only arbiters of sex. 

Dr. Lronarp F. Browne said that Sir Bernard 
Spilsbury’s cases of masochism were of special interest 
to those concerned with the treatment, on psychological 
lines, of sexual perversion and aberration. The condition 
of masochism had a very large variety of expressions, 
most of them, fortunately, not entailing fatal risks. 
There was also the opposite condition of sadism, where 
the individual desired, instead of suffering pain, to inflict 
it on others. Dr. MARGARET LOWENFELD said that among 
neurotic children the desire to tie themselves up was 
relatively common in prepuberal life. From a study of 
these children the habit did not appear necessarily to 
have reference to a post-puberal sexual impulse, althougn 
very possibly it was the oncoming of the post-puberal 
impulse which so exaggerated an already existing trait 
that it became dangerous to the individual. 

Mr. L. R. Brosver said that the appearance of second- 
ary male sexual characters in the female had been asso- 
ciated with changes in the adrenal cortex. At operation 
on some sixteen cases it had been found in them all that 
the cells of the adrenal cortex were a bright pink—a 
stain which was not present in the normal individual. 
In these cases of virilismus there was therefore a change 
in the cells of the adrenal cortex, and the change had 
also been found in the anterior lobe of the cortex. From 
the tenth to the seventeenth week of foetal life every 
female should pass through a male phase. There seemed 
to be a male hormone in the adrenal cortex which gave 
rise to male characters, and one could argue that with 
a very prolonged male phase in the female foetus that 
hormone might become converted and explain some of 
the occurrences of pseudo-hermaphroditism. 

Professor Crew, who described the male as “‘ nothing 
more than an ‘ improved’ female,’’ remarked that there 
was a chemical affinity between the male and female sex 
hormones ; therefore might it not be that in the cases of 
virilismus, whatever the factor was, it operated upon that 
chemical mechanism, transforming in some way or other 
the female sex hormone into the male? 

Sir BERNARD SPILSBURY said that he could recall making 
a post-mortem examination on the case of a young man 
who had died in his bath from congenital heart disease. 
He was known to be abnormally developed, although he 
had all the secondary sexual characteristics of a man. 
The external sex organs, however, were found to be much 
more like those of a woman, but showed some inter- 
mediate characters, and internally there were male and 
female sex organs, both poorly developed. Asked 
whether he had discovered any cases of masochism in 
the female, he said that his experience had been only 
of fatalities, and these had all been in males. He thought 
it very unlikely that it was met with in the female sex. 
The practice might well originate in the prepuberal period, 
for amusement or by chance, becoming of greater signifi- 
cance on the individual’s reaching sexual life. 


The Far Eastern Association of Tropical Medicine will 
hold its ninth congress at Nanking, from October Ist to 
7th, under the patronage of the National Government of 
China, and the presidency of Dr. J. Heng Liu, director 
of the National Health Administration and Central Field 
Health Station at Nanking. Scientific sections will meet 
on four mornings and two evenings. At the end of the 
conference there will be a choice of three tours—namely, 
to Peiping by railway, to Hankow by river, and to 
Hangchow by road. Inquiries should be sent to Dr. P. Z. 
King, National Health Administration, Nanking, China. 
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Thyroid Addiction 


Sir,—I read with much interest Dr. S. W. Patterson's 
article on thyroid addiction in your issue of July 7th 
(p. 6), and hope that it will once again call the attention 
of medical men to the dangers arising from the prolonged 
use of thyroid extracts. 

In the Journal of March 14th, 1931, I published a short 
paper entitled ‘‘ Unilateral Exophthalmos following 
Administration of Thyroid Extract,’’ and at the end ot 
the article I suggested that some restriction should be 
placed on the sale of thyroid products. I added that 
“any physician of experience must have met with many 
cases in which long-standing ill-health with hyperthyroid 
symptoms has been caused by excess of this drug, and also 
certain acute cases in which sudden palpitation, giddiness, 
dyspnoea, and nervous terror have been brought about by 
prolonged overdosage.”’ 

Further, I stated that ‘‘ in most cases the fault lies not 
with the physician but with the patient.’’ In writing 
this I had in my mind two cases of thyroid addiction, 
one of whom is still under my care. 

In my opinion thyroid extract should only be obtain- 
able on a doctor’s prescription, and the prescription should 
only be repeated for a limited period unless re-initialled 
by the prescriber. Moller, writing on the same subject in 
the Acta Medica Scandinavica, goes so far as to suggest 
that thyroid extract should be placed on the list of 
dangerous drugs.—I am, etc., 


Dublin, July 7th. T. GILLMAN MoorRHEaD. 


Preliminary Ligature in Toxic Goitre 

Sir,—The statement referring to ligature of arteries in 
toxic goitre, in the letter by Dr. L. Cunningham and Mr. 
Philip Hawe, published in your issue of June 30th, is 
contrary to my experience. Owing to the importance of 
the increase in the death rate recorded in the last report of 
the Registrar-General—namely, from 587 in 1921 to 1,404 
in 1932—I had proposed, in the near future, to discuss the 
complications arising in the course of toxic goitre as well 
as the management of severe cases without complications, 
and the question of ligature of arteries would have arisen 
naturally. But, because of the position occupied by the 
two signatories to the letter referred to, and the impor- 
tance that will be attached to their views, I feel that I 
should state now that I differ emphatically from the 
opinion they express. There are some who will remember 
that I expressed this view myself many years ago, but 
my experience in the intervening years has induced me 
to change this opinion. 

My opinion in the earlier years was held because I had 
seen ligation carried out in a manner that was certainly 
liable to upset the patient. Many patients are seen who 
are extremely ill, and the number who are so ill does not 
decrease. In dealing with them every factor that makes 
for safety must be employed. Certainly many of these 
patients, even with the most capable preparation, would 
not stand the removal of a lobe with safety. Ligation 
of arteries has repeatedly changed an unsafe risk into a 
reasonably safe operative risk. I have seen it result in 
a gain of 14 Ib. in weight in a few weeks, in a patient 
who had lost weight continuously while in hospital over 
a period of two months. Her weight at the time of 
ligation was 4 st. 1 lb., her normal weight being 8 st. 7 Ib. 

The technique of ligature must be carried out accurately 
and carefully, the artery being displayed without un- 
necessary trauma. It has been written that if the artery 
is not easily found the upper pole should be encircled with 
a ligature. A description such as this does not belong to 
the present period of thyroid surgery.—I am, etc., 

T. P. DUNHILL. 


London, W.1, July 9th. 


Sir,—I am grateful to Dr. L. Cunningham and Mr. 
Philip Hawe for expressing in your issue of June 30th 
(p. 1187) their concurrence with my views as to the use 
of avertin for toxic goitre operations. They make, how- 
ever, a statement with regard to preliminary ligature of 
the thyroid arteries which I think calls for comment— 
namely, ‘‘In our experience in bad cases it is not 
helpful and in mild cases it is unnecessary, and we 
consider it too liable to upset the patient to justify 
its use.”’ 

The fact that preliminary ligature is unnecessary in 
mild cases seems to me to be so obvious as not to need 
stating. That it is not helpful in bad cases is entirely 
contrary to my experience, and I am not alone in 
believing the operation to be of value. I cited more than 
one instance in my article on the use of avertin, and 
actually preliminary ligature was done for eight of the 
220 patients, on almost every occasion with obvious 
benefit. In most cases the operation was performed 
under avertin, in one under local analgesia. In some the 
disturbance to the patients was severe because they were 
so extremely ill, and one actually died ; any other opera- 
tion would have resulted in several more deaths. In 
others the disturbance was very slight, and in all (except 
the one mentioned) the operation served to convert a very 
bad ‘‘ surgical risk ’’ into a reasonable one. That the 
effect of artery ligature is only temporary I fully 
recognize, but I am convinced by experience that it is 
a measure of the greatest value in a few selected patients. 
—I am, etc., 


London, July 6th. GEOFFREY KEYNES. 


Operation for Toxie Goitre 


Srr,—In a letter published in the Journal of June SOth 
(p. 1187) Dr. L. Cunningham and Mir. P. Hawe write of 
operating for toxic goitre after obiaining perm.ssion from 
the relatives while the patient herself is unaware that an 
operation ‘‘in the immediate future is contemplated.” 
It is not clear from this whether or not their patients’ 
consent is also given. 

I believe it is illegal to operate without permission from 
the patient (unless she be under 21 years of age, or 
certified insane) though she need not know when it will 
take place nor when she is being anaesthetized. Some 
very nervous patients with tox'c goitre repeatedly refuse 
operation until they are too ill to stand it and die in 
a thyrotoxic crisis. In such cases the fatal result could 
be avoided, I think, if the consent of the relatives only 
were necessary before performing  thyroidectomy.—I 
am, etc., 


Bournemouth, July 3rd. Haroip Cookson. 


Pyloric Stenosis 


Str,—I have read with great surprise that in the 
pyloric steno-is of infancy the finding or not of the 
tumour is not of any particular importance. In July, 
1930, in a special number of the Practitioner on diseases 
of children, I contributed an article on pyloric stenosis, 
a subject to which I had given ten years of special study 
in order to determine the value of the pyloric tumour 
as a sign of the condition. My experience was then based 
on 100 consecutive cases, and I can say now that it is based 
on something nearer 200 cases. I found the tumour in 
practically 100 per cent. of the hospital cases ; but what 
was of more importance, I not only found it myself but 
was able to demonstrate and convince skilled doctors not 
only at the Hospital for Sick Children, Great Ormond 
Street, but from all over the world, of its presence, and, 
further, all the 100 cases were operated upon and the 
presence of the tumour proved by the surgeon. 
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I don’t deny that it may require both patience and 
care, but to hold that it is not the most important sign of 
the developed condition I venture to maintain would be 
a dangerous error.—I am, etc., 


London, W.1, July 7th. F. Joun Poynton. 


Sunbathing and Tuberculosis 


Sir,—The article on sunbathing and tuberculosis 
by Drs. A. H. Gosse and G. S. Erwin, in your 
issue of July 7th (p. 15), raises a point of very great 
importance, for, although one would expect these facts 
to be realized by all medical practitioners, strangely this 
does not appear to be so ; while among the general public 
the fallacy of the good effect of the direct action of the 
sun’s rays is almost an obsession. It cannot be too much 
stressed that the proportion of cases infected with tuber- 
culosis is very much larger than those known, or who 
know themselves, to have the disease ; especially is this 
so among ‘‘ contact ’’ cases, who may indeed especially 
endeavour to avoid the fell disease of which they have 
first-hand knowledge by a good dose of the sun. These 
evil results are found not only in tuberculosis but after 
any infection, and it is not uncommon to see a fresh 
attack of pneumonia occurring from too much sun in a 
patient convalescent of this disease. 

It is well recognized at all sanatoria that not only 
an acute flare-up of the parenchymal disease, but even 
miliary tuberculosis, may occur after indiscriminate 
exposure, and the patients are cautioned of this. All 
those in touch with hospital, and especially dispensary, 
work will agree as to the large number of cases of acute 
activation of disease in both known and “‘ new ’’ cases as 
a result of the summer of last year, and the same state 
of things is occurring this summer. It should be a matter 
of routine with every doctor who is in charge of cases 
of tuberculosis repeatedly to warn the patient and also 
his contacts of the necessity of care in this respect. The 
intelligent interest taken by the public in living healthily 
has had its effect in decreased illness, especially among 
young people ; popular health journals have advertised 
the benefit accruing from Alpine sunlight treatment, but 
the technique and care which is necessary to its 
advantageous use is little stressed. The same applies to 
artificial sunlight treatment by the indiscriminate use of 
these lamps without supervision—I have seen several 
quiescent cases badly activated. 

One has assumed that the effect of the sunlight is to 
liberate a flood of toxins which diminishes the resistance 
of the patient to the specific organisms with which he is 
infected, and that the effect of graduated light is much 
the same as graduated exercise in cases of chronic 
infection.—I am, etc., 


London, W.1, July 6th. A. I Scorr PINCHIN. 


Tuberculin 

Sir,—I think I must be voicing the opinions of a good 
many general practitioners who, like myself, have used 
tuberculin over a period of twenty years in the treatment 
of pulmonary tuberculosis when I say that the expressed 
opinion of Dr. N. D. Bardswell (British Medical Journal, 
June 30th, p. 1186) on tuberculin fills us with amazement. 

That other methods of cure are preferred by the experts 
is perhaps true, but there is among general practitioners 
a vast amount of clinical evidence, more than sufficient 
to justify a direct contradiction to the statement that 
tuberculin is not seriously considered as a “‘ cure.’’— 
Iam, etc., 


Tonbridge, July 8th. G. L. BUNTING. 


S1r,—More than twenty years ago Dr. Noel Bardswell, 
after a perfunctory investigation upon the value of tuber- 
culin AF (which is merely one of many forms of 
tuberculin, containing as it does chiefly exotoxins), con- 
demned tuberculin as a whole, upon evidence which I 
knew to be quite worthless and misleading (see Practi- 
tioner, 1913). Somewhat later Dr. Halliday Sutherland, 
in ignorance which he now honestly deplores, attacked 
me for my views upon the value of tuberculin in diagnosis 
and treatment ; but more knowledge and personal experi- 
ence converted him to the views I have consistently held, 
practised, and preached for more than forty years. Dr. 
Sutherland candidly admitted so much at the Centenary 
Meeting of the British Medical Association. 

It is sad that Dr. Bardswell, who can influence the 
L.C.C. in its policy concerning the greatest and most 
difficult medical problem affecting the life and health of 
the poorest sections of humanity forced to live in the 
greatest city in the world—London—dares to tell the lay 
public that tuberculin, as a means of diagnosis, as a 
remedy, and as an invaluable agent even in prognosis, 
is merely bunkum. As a pupil, friend, and faithful 
disciple of Robert Koch, I challenge the views of Dr. 
Bardswell. Statistics, based not upon post-mortem exam- 
inations but upon casual death certificates signed mostly 
by general practitioners, are certainly not above criticism 
in the elaboration of mortality statistics. 


As the problem of tuberculosis is the greatest and most 
difficult problem in medical science, may I earnestly ask 
that a Royal Commission be appointed by the Govern- 
ment to collect evidence and call witnesses, so that the 
whole truth may be revealed upon the nature of tubercu- 
losis and the best method of attacking the disease, so as 
to reduce the high mortality and morbidity constantly 
occurring in our midst, especially in our great cities? — 
I am, etc., 


W. Camac WILKINSON, M.D., F.R.C.P. 
London, W.1, July Ist. 


Bile Salts for Empyema 


Sir,—Dr. H. R. Donald, in his letter in the Journal of 
June 30th (p. 1189), stated that it is possible to inject 
10 c.cm. of 10 per cent. desoxycholate into the ear vein of 
a rabbit without harmful complications, though he qualifies 
his statement by adding that it is quoted from memory. 
I myself, however, know that less than one-third of this 
dose, dissolved in normal saline and administered in a 
similar manner, kills a rabbit within thirty seconds. 
I think, therefore, that the caution expressed in the 
article by Mr. B. R. Sworn and myself regarding the 
toxicity of this substance is justified —I am, etc., 


Stafford, July 4th. T. V. Cooper. 


The Cancer Problem 


Sir,—The review by Dr. J. A. Murray, in the Journal 
of June 16th, of Dr. A. T. Todd's recent paper on 
the selenide treatment of cancer is of very great interest, 
as, after explaining some of the many difficulties which 
have to be surmounted before we can solve the problem 
of malignant growths, it indicates one line of attack which 
has been to some extent successful. 

After briefly reviewing the method of treatment by 
sulphur selenium colloid, radio-active selenium colloid, 
and deep x rays, Dr. Murray gives it as his opinion that 
the improvement brought about in a substant.al percentage 
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of the cases treated was probably due, not to a direct 
attack on the cancer cells, but to gradual and systematic 
stimulation of the connective tissue stroma, leading to an 
encapsulation of the parenchyma cells, and eventual 
squeezing out of them in the manner which is found to 
have taken place in old scirrhus carcinomata. He states 
that ‘‘ this encapsulation is essentially a non-specific over- 
growth of the stroma, and it may be brought about in a 
variety of ways.”’ 

From the general trend of his review I infer that up to 
now no satisfactory method has been discovered for the 
eradication of malignant growths by way of a direct attack 
on the actual cancer cells themselves, and in inoperable 
cases we can only hope for success (a) if the degree of 
malignancy is comparatively slight, and (b) if we can 
succeed in stimulating the surrounding stroma to increased 
proliferation. 

Dr. Murray gives us an idea of some of the great 
difficulties which have to be surmounted when he mentions 
that ‘‘even in the filterable tumours of the fowl, in 
which the evidence for the participation of a causative 
virus is strongest, the virus is so firmly combined with 
the cell structures that even the strongest viricidal anti- 
sera (active against filtrates) are incapable of rupturing 
the combination and of rebbing living cell-suspensions of 
their property of giving rise to new growths.’’ This, 
I take it, means that once the complex organic radical 
or group of radicals which constitutes the virus in ques- 
tion becomes joined up with a corresponding group in the 
living cel!, it is almost impossible to dissever them, and 
it would also seem that this virus remains henceforth as a 
permanent constituent, not only of that cell, but of all 
cells arising from it afterwards. 

If this view is correct we must presume that once a cell 
becomes malignant the complex cell entity constituted of 
virus radical in combination with cell radical is capable of 
indefinite growth within the cell in the same manner as 
are all the other ce!l constituents, such as chromosomes, 
genes, etc., otherwise it would soon be eliminated by 
dilution. 

Sir Frederick Gowland Hopkins, in his_ presidential 
address at the Leicester meeting of the British Asscciation, 
stated that ‘‘a molecule within the system of a cell 
may remain in an inactive state and enter into no 
reactions until at one such surface it comes in contact 
with an enzymic structure which displays certain adjust- 
ments to its own structure. White in such association, 
the inactive molecule becomes (to use a current term) 
‘activated,’ and then enters on some definite path of 
change.’’ Sir Frederick, further on in the same address, 
when dealing with cancers which have arisen as the result 
of the prolonged action of certain tar constituents, 
mentions: ‘‘ This structure, like that of the sterols, is 
one of condensed rings, the essential difference being 
that (in chemical language) the sterol rings are hydro- 
genated, whereas those in the cancer-producing molecule 


are not. Hydrogenation indeed destroys the activily of 
the latter.’’ The italics are mine. 

Now, Sir, although I do not for a moment 
desire to minimize the great importance of the 
flanking encircling attack on cancer in the shape 


of stimulating the stroma tissue to increased growth, 
yet I cannot help thinking that in inoperable cases at 
least no satisfactory method of treatment will be dis- 
covered which will suit every class of case until we find 
some means of directly attacking the cancer cells. I fully 
understand that it wiil prove a colossal undertaking to 
discover some way by which the cancer cells may he 
penetrated and their cancer-producing molecules de- 
hydrogenated ; still, one can but try. In conclusion, 


I beg strongly to suggest that the various groups of 
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scientific men who are now studying the cancer problem 
and who have up to this been working largely in water. 
tight compartments, be brought together into one coherent 
organized body under one head directing staff ; that eve 

class of scientific worker should be incorporated into this 
body, which should consist of cytologists, pathologists 
biochemists, and geneticists, as well as a number a 
scientifically minded practical medical men.—I am, etc., 


Kirk Michael, Isle of Man, E. G. Fenton, 


June 29th. 


The Ante-natal Use of Quinine 

Str,—In my original paper on ‘' The Use of Quinine 
in Normal Labour ’’ (British Medical Journal, 1930, i, 144) 
I made a special appeal to those who controlled large 
numbers of maternity cases to give the method a serious 
trial, and I was naturally pleased to see that such a trial 
had been made at Queen Charlotte’s Hospital. On the 
whole, I am not displeased with the findings summarized 
by Dr. F. W. Buddee in his paper in the Journal of 
June 30th (p. 1159) upon this subject. It is possible, 
however, that the findings might have been even more 
satisfactory and more in accordance with those described 
in my own paper if the method followed by Dr. Buddee 
had not been ‘‘ modified ’’ from the original one. It was 
stipulated in my paper: (1) that there must be an optimum 
dose (probably 44 to 5 grains daily) ; and (2) that this 
amount should be given in divided doses (1} grains three 
times daily before meals was suggested). 

Such a dose as 5 grains of an absorbable salt like the 
acid hydrochloride can even bring on a ‘‘ storm of con- 
tractions,’’? as shown by Conitzer in 1907, and may be 
even responsible for some of the premature labours which 
occurred in Dr. Buddee’s series. With regard to the 
duration of labour, no comparison between his. series 
and mine can be made because he refuses to draw 
any distinction—even arbitrary—between ‘‘ true’’ and 
“niggling ’’ (or “‘ false ’’) pains, and it seems to me that 
we can never make any progress in the comparison of 
labour cases until some such distinction is generally 
accepted. Further, the Queen Charlotte's series was 
vitiated by the inclusion of seven cases of occipito- 
posterior pos.tions requ-ring manual rotation, and although 
it would be interesting to test a large series of such cases 
both with and without ante-natal quinine, their inclusion 
in this series only confuses the real point at issue. It 
would be interesting to know whether any of the “‘ several 
bad cases of inertia ’’ quoted by Dr. Buddee were asso- 
ciated with these occipito-posterior positions, or with 
other complications, such as ‘‘ large child,’’ hydramnios 
(even relative), or other primary causes of inertia. 

In spite of these few points of criticism I welcome Dr. 
Buddee’s paper as a genuine attempt to get at the real 
scientific truth.—I am, etc. 


Bath, July 4th. 


Doucras A. MITCHELL. 


Psychological Effect of Hysterectomy 


Sir,—Dr. Winifred Coppard, whose letter appeared on 
June 9th (p. 1048) may be interested in the following case. 

Three years ago I saw a patient (aged 30) whose main 
symptom was bleeding during coitus. Examination 
revealed a severe type of cervical erosion. A piece was 
removed and submitted to a competent pathologist, who 
reported the condition as malignant. I performed a pan- 
hysterectomy, and recently the patient presented herself 
for her six-monthly examination. view of Dr. 
Coppard’s letter I questioned the patient concerning her 
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sexual habits and found that both she and her husband 
experienced pleasure during coitus. 

One would probably misapply Terence’s meaning in 
writing ‘‘ Quot homines, tot sententiae,’’ but the case of 
the impotent husband, mentioned by Dr. Coppard, carries 
one’s mind towards the writings of Krafft-Ebing and the 
necessity, under certain circumstances, of wearing high- 
heeled buttoned boots.—I am, etc., 


Gosport, July 7th. BraHaM. 


Occupational Dermatitis 


Srr,—A few days ago I had referred to me a case of 
alleged “‘ dermatitis produced by dust or liquids,’’ and 
that reminded me of the article by Dr. P. B. Mumford 
in the Journal of May 12th, and of the letter from Dr. 
MacKenna in the issue of May 26th. My perspective in 
viewing the subject is probably different from theirs, and 
what I write now is not a matter of criticism, but simply 
musings on some facts from my own experience as medical 
referee and assessor for a number of years. 

The subject of skin diseases is difficult, and perhaps not 
least so in regard to aetiology : nomenclature, too, is fluid. 
I have always thought that, as Dr. Mumford says, ‘‘ the 
exact interpretation of the word ‘ dermatitis ’ is not clear 
even to dermatologists,’’ and also ‘‘ that ‘ dermatitis ’ is 
an extremely loose word, of no watertight definition.’’ 

Looking up my records since the beginning of 1982 T 
find I have thirteen cases of ‘‘ dermatitis produced by 
dust or liquids ’’ referred to me. One may be disposed 
of in a class by itself, my decision being that the workman 
had the scheduled disease when examined by the factory 
surgeon but not when examined by me, and that the 
disability had ceased on a certain date. Of the remaining 
twelve cases six were decided in favour of the workman 
and six against. It may well be that, as no professed 
dermatologist, [ made decisions which were equally wrong 
in both series of cases. In the series decided in favour 
of the workmen no medical evidence was submitted in one 
case, in three cases evidence tending against was sub- 
mitted, and in two cases evidence both for and against. 
In the other series there was no evidence in three 
cases, in two cases evidence nominally against, but 
really of no value, and in one case evidence for and 
against. 

I do not think it is quite recognized by all readers, nor 
by some writers, what, as Dr. MacKenna says, is ‘‘ the 
power which is at present given under the Workmen's 
Compensation Act to the medical referee.’’ It may be 
news to them to be told that he has not to decide whether 
the diséise was acquifed in, or is due to, his occupation ; 
he has not even to decide whether it is an occupational 
disease ; all he has to do is to give his opinion as_ to 
whether the workman is suffering from ‘‘ dermatitis pro- 
duced by dust or liquids,’’ and ‘‘ whether he is thereby 
disabled from earning full wages at the work at which 
he was employed.”’ If he decides affirmatively the onus 
is put upon the workman of proving that the disease 
arose from his occupation. Thus Dr. MacKenna is wrong 
when he says ‘‘ the ultimate responsibility for adjudica- 
tion devolves upon a referee.’’ He is right technically 
when he says that ‘‘ a referee without reference to other 
medical men can [my italics | adjudicate in cases of occupa- 
tional dermatitis ’’--right technically, but wrong in 


” 


essence, because the medical referee is required to notify 
both workman and employer of time and place of the 
examination, and the notification in each case bears these 
words; ‘‘ Any statement made or submitted by you shall 
be considered.”’ 
medical referee has to place himself in the position 
hear medical evidence in support of their case.’’ 


Thus, from the very beginning, the 
ae 
to 
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Dr. Mumford’s ‘‘ Interpretation in Certain Cases ’’ has 
paragraphs of the greatest interest scientifically, but he 
reduces the problem of the medical referee to almost 
nothing when he follows up with ‘‘ the law reads that 
acceleration or aggravation by work of a disease entitles 
the workman to compensation.’’ Dr. Mumford cencludes 
that he ‘‘ has yet to be concerned in a case where there 
was real divergence of dermatological opinion, however 
wide the breach may appear to become after skilled exam- 
ination and cross-examination by experienced barristers.” 
Over many years as medical assessor (and not in skin 
cases only) I have been interested, amused, and some- 
times pained to see how barristers will lead a medical 
witness up the path, and how often he has simply to 
leave a gate ajar for the witness to make a path for him- 
self. During the same years as referee, where the “‘ big 
bad wolf’’ of a barrister has net yet intruded, it is 
wonderful to find how one medical report cancels another, 
and, indeed, sometimes how one part cancels another of 
the same report.—I am, etc., 


Hull, July 2nd. Joun Divine. 


Hereditary Scoliosis 


Sir,—The possibility of the hereditary nature of 
scoliosis, as suggested by Dr. Hugh Garland in the 
Journal of February 24th (p. 328), was discounted in 
subsequent correspondence. It is, no doubt, wise to 
receive fresh suggestions with a degree of judicious 
scepticism, but the appended pedigree, from a collection 
of unpublished materials that has been accumulating for 
over twenty-eight years, may help to confirm Dr. 
Garland’s conclusion and to dispel scepticisin. 

This chart shows three cases of scoliosis in direct 
descent in three generations—mother, daughter, and 


granddaughter. The person affected in the first generation 
died at an advanced age (84 years) from tabes dorsalis and 
blind from double optic atrophy. She had three children: 
the eldest died in infancy ; the third died when six 
months old ; the survivor is stili alive and is deformed 
with a very definite degree of scoliosis. The patient 
affected in the second generation had six children. The 
first was premature and died when 9 months old. The 
second died at the age of 14 years. The third was killed 
in the European War, and would probably have been 
rejected for military service and stayed safely at home 
if he had been deformed. The fourth is in Austraha, 
and is said to be normal, but this cannot be verified. 
The fifth is normal. The sixth (a woman aged 28 in 
1934) has scoliosis, as have her mother and her grand- 
mother. 

A surgeon to whom I have shown this pedigree asserts 
that he sees in it no heredity but only rickets, going on 
to comment on the influence of three generations of 
city life and a slum environment. The first two genera- 
tions in this family were country born and bred ; the 
third generation was city born, but has not lived in the 
slums. None of the surviving members of this stock 
who reside in England show obvious stigmata of rickets, 
which would be acting in a strange manner if it occurred 
selectively in the dorsal spine in three successive genera- 
tions.—-I am, etc., 


Manchester, July 2nd. W. J. RUTHERFURD. 


| 
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Advertisements of Sex Literature 

Str,—-The present year has been marked by an in- 
undation of advertisements of a peculiarly obscene type, 
directed, we presume, particularly towards the med-cal 
profession. We are glad to see that the law has recently 
marked its disapproval of such methods by the infliction 
of a penalty under the laws which control the dissemina- 
tion of obscene literature through the pest. 

The need for this type of literature, which deals with 
sex and the ays amorvis, does not at once seem apparent 
to those whose practice lies along different lines, among 
relatively normal people. What useful function it fulfils 
we are at a loss to understand ; but we would be inter- 
ested to know whether some of our colleagues who sponsor 
such work consider it to be a serious contribution to 
science. It seems to us that the reading of such erotic 
nonsense by many young people would be more likely 
to lead to the creation than to the correction of those 
sexual neuroses which form the main excuse for offering 
it to the public.—We are, etc., 

Hector M. WALKER. 


London, W.1, July 9th. A. Morris Jouns. 


Raspulin’s Death 


Sir,—I have been interested for a considerable time, 
in common, I imagine, with many other medical men, 
in the incidents described relating to the death of the 
celebrated figure Rasputin. 

It is recorded that on December 29th, 1916, an 
attempt was made to poison him, and after this had 
proved unsuccessful he was shot with a revolver, his 
body later being thrown into the River Neva. We are 
given to understand that the poiscn used was cyanide 
of potassium, and the problem of particular medical 
interest arises when we consider how it can have hap- 
pened in this case that the attempt was ineffective, as 
it is a well-known fact that potassium cyanide is one 
of the deadliest of poisons, and is stated to have been 
administered to Rasputin in doses many times exceeding 
the fatal dose, both through the medium of chocolate 
cakes and in wine. In Prince Youssoupoff’s book it is 
described how 

“Dr. Lazovert put on rubber gloves and took out the 
crystals of cyanide of potassium. He crushed them, and, 
having removed the upper layers from the chocolate cakes, 
sprinkled each of them with a strong dose of poison, after- 
wards replacing the tops.’’ 

Three of these cakes were consumed by Rasputin and 
three glasses of poisoned wine. 

Cases are recorded in books on toxicology of recovery 
from cyanide poisoning after amounts have been take: 
considerably greater than the fatal dose, but this, I 
believe, has occurred only after vomiting has ensued, 
or when prompt treatment has been administered. 
Rasputin apparently showed no sign of sickness after par- 
taking of the cakes and wine, seemed, in fact, to suffer 
little or no ill effects of any kind, and although the 
usual fatal period for this poison is under five minutes, 
he was alive and in vigorous health over two hours later. 
Even allowing generously for individual variation, this 
is an astonishing fact, which obviously demands further 
elucidation. Leaving speculations of a supernatural 
character aside, it is interesting to consider whether, a: 
has been suggested, Rasputin may have had an immunity 
to the cyanides similar, we may suppose, to the im- 
munity of rabbits to belladonna. One cannot altogether 
dismiss the possibility, but it is extremely unlikely, 
although for obvious reasons difficult of proof. 

It is known that fats may delay the action of drugs, 
but it is incredible that even if Rasputin had partaken 
of a fatty meal beforehand this would have proved suffi- 
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cient to counteract the effect of so powerful a poison, 
Probably, however, the real explanation is that Rasputin 
never received the poison at all. There seems to be no 
doubt that he swallowed some substance assumed to 
be cyanide of potassium, but by far the most likely 
solution of the mystery is that the powder, whatever iis 
nature, was not what it purported to be. If this js 
established as the most credible view it will go far to 
dispel the atmosphere of awe and mystery with which, 
in the minds of the superstitious, this historical figure js 
surrounded, and also afford an explanation of an out- 
standing medical enigma. Perhaps a toxicologist may be 
able to shed further light on the prcblem.—I am, etc., 


London, N.4, June 28th. FREDERICK DILLon, 


** The suggestion is made in a recent book, Clinical 
Toxicology, by Professor Erich Leschke of the University 
of Berlin, that the reason why Rasputin was immune 
from the effects of such a large dose of potassium cyanide 
was that he suffered from alcoholic gastritis. This, by 
absence of gastric hydrochloric acid, would inhibit the 
liberation of hydrocyanic acid, while absorption would 
be hindered by the thickening of the stomach mucous 
membrane. 


British Health Resorts 


Sir,—We have been much encouraged of late by the 
increasing interest shown in the work of the British Health 
Resorts Association by the medical profession. Our asso- 
ciation is largely medical, not only in personnel but in its 
objects, which are to awaken and sustain interest in the 
health side of our British resorts. At our recent confer- 
ences at Harrogate and Cromer we were supported by 
leaders of the profession, and I venture to think that the 
quality of the discussions was something of which we may 
be proud. 

Though we look in the main for financial support to 
the local authorities of the places we are trying to help, 
we are very anxious to secure more of it from the medical 
profession, particularly from those members practising in 
the health resorts or who take a special interest in clima- 
tolegy, balneology, and physical medicine. The recent 
action of the Harrogate Medical Society and the Torquay 
Division of the B.M.A. has therefore given our council 
great pleasure. These bodies have circularized their 
members with a view to enlisting their interest in our 
work, and by this means we have secured a considerable 
number of new members. Our Medical Advisory Com- 
mittee would be glad to have an opportunity in your 
columns of bringing these examples to the notice of similar 
bodies, in the hope that they may do likewise. 

Our subscription is £1 1s. a year, though we would 
welcome any donations, small or large. We cannot offer 
any direct material advantage to subscribers, but we 
believe there are many who would be willing to show a 
practical interest in a movement which has a distinctly 
medical as well as a patriotic aim. I shall be glad to 
answer any inquiries.—I am, etc., 

ALFRED Cox, 
General Secretary, British Health 

199, Piccadilly, W.1, July 2nd. Resorts Association. 


The Medical Directory 

Sir,—To maintain the accuracy of our annual volume 
we rely upon the return of our schedule, which has been 
posted to each member of the medical profession. Should 
the schedule have been lost or mislaid we will gladly 
forward a duplicate upon request. The full names of the 

doctor should be sent for identification.—We are, etc., 

J. AND A. CHURCHILL, LTD. 
Publishers of The Medical Directory. 


4), Gloucester Place, Portman 
Square, W.1, July 2nd. 
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The Services 


HONORARY PHYSICIAN AND SURGEON TO 
THE KING 
Surgeon Vice-Admiral R. W. B. Hall, C.B., O.B.E., has been 
appointed Honorary Physician to the King. 
Surgeon Rear-Admiral W. W. Keir, C.M.G., has been 
appointed Honorary Surgeon to the Ning. 


CENTRAL COUNCIL OF SICK BERTH STAFF 
ASSOCIATIONS 

Recently a meeting was held at the Medical Department, 
Admiralty, under the presidency of Surgeon Vice-Admiral Sir 
Reginald Bond, when a Central Council of the Royal Naval 
Sick Berth Staff Associations at Portsmouth, Plymouth, and 
Chatham was formed under the patronage of Admiral of the 
Fleet Sir Roger Keyes. 

The main object of the Central Council is to assist the sick 
berth staff to find employment on retiring from the Service. 
This year there will be 110 of them, owing to the Jarge 
number who were recruited in 1912. These associations have 
up to date managed their own affairs, mainly to provide 
death and invaliding benefits, as well as assisting in obtaining 
employment on discharge from the Service. Each will still 
Manage its own financial affairs, but with the Central 
Council's assistance it is considered that the employment 
question will be more forcibly brought to the notice of the 
medical and general public. 

The Royal Naval Sick Berth Staff are trained men who 
act as nurses in Royal Naval Hospitals and ships in the Navy. 
They have to pass examinations for promotion, and are dis- 
charged to pension after twenty-two vears’ service. They 
have considerable experience in responsible positions. Many 
have qualified as masseurs, radiographic, laboratory 
elecitrotherapeutic, and operating theatre assistants. All 
have experience in dispensing and store-keeping, as well «s 
surgical, medical, and mental nursing, and so are qualified 
to fill various situations in hospitals, clinics, institutions, etc., 
as surgical assistants, or as assistants to medical men. 

Surgeon Vice-Admiral R, W. B. Hall, Medical Director- 
General, is a vice-patron, while Sir Reginald Bond is the 
president, and Surgeon Captain Montague Knapp, c/o 
Medical Department, Admiralty, London, S.W.1, is. the 
representative president, who will be glad to furnish any 
further information. ‘ 


MENTIONED IN DISPATCHES 


The names of the following have been brought to notice by 
His Excellency Field-Marshal Sir Philip W. Chetwode, Com- 
mander-in-Chief in India, for distinguished services rendered 
in connexion with military operations against the Upper 
Mohmands, period July 28th to October 8rd, 1933: Colonel 
E. W. C. Bradfield, C.1.E., O.B.E., I.M.S., Assistant Director 
of Medical Services, Peshawar District ; Majors F. R. H. 
Mollan and A. E. Richmond, O.B.E., R.A.M.C. ; Major D. V. 
O'Malley, O.B.E., I.M.S.; Captain S. D. Dalal, IMS. -; 
Lieutenant J. O'Neill, I.M.S. 


DEATHS IN THE SERVICES 


Colonel Ernest = William Bliss, C.M.G., D.S.O., late 
R.A.M.C. (ret.), died at Portsmouth on May 14th, aged 64. 
He was born at Leamington on September 19th, 1869, the 
son of the late Rev. William Barnard Bliss, was educated 
at Dudley Grammar School, and at Mason and Queen's 
Colleges, Birmingham, took the M.R.C.S., L.R.C.P.Lond. in 
1892, and entered the R.A.M.C. as lieutenant on January 
28th, 1897. He was specially promoted to captain for services 
at the Battle of Khartum, from November 16th, 1898, got 
a brevet Jieutenant-coloneley on February 18th, 1915, and 
became substantive lieutenant-colonel eleven days later, in 
the long war promotion list of March Ist, 1915. He became 
colonel on December 26th, 1917, and retired on December 
26th, 1923. He served in the Nile campaigns of 1897-8, was 
present at the battles of the Atbara River and Khartum, was 
Mentioned in dispatches in the London Gazette of May 24th 
and September 30th, 1898, specially promoted to captain, 
and received the medal, with two clasps, and the Egyptian 
medal. In the war of 1914-18 he served in France and 


Flanders, as A.D.M.S., and later as D.D.M.S., of the Second 
Army Corps, was five times mentioned in dispatches, in the 
London Gazette of February 17th, 1915, January 4th, 1917, 
May 29th, 1917, December 24th, 1917, and December 30th, 
1918, and received the D.S.O. in 1917 and the C.M.G. in 
1918, also the Legion of Honour and the Croix de Guerre. 
After the armistice he served as D.D.M.S. of the British 
Army on the Khine. He married Florence Ruth, daughter 
of the late Thomas Graves, solicitor. 


Major George Raymond, R.A.M.C. (ret.), died at Devon- 
port on May 12th, aged 75. He was born at Tralee on April 
Sth, 1859, was educated at Trinity College, Dublin, where 
he graduated B.A. in 1884, M.B., Ch.B. in 1885, and took 
the D.P.H. in 1903, and entered the R.A.M.C. as surgeon 
on February 5th, 1887. He became major after twelve years’ 
service, and retired on June 27th, 1908. He served in the 
Sierra Leone campaign of 1898-9, in the Mendiland expedi- 
tion, receiving the medal with clasp; and in the South 
African War in 1899-1901, when he took part in operations 
in the Orange River Colony and in the Transvaal, and 
received the Queen’s medal with three clasps. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


The Theodore Williams Scholarship in Pathology, 1934, has 
been awarded to D, F. G. Moir (Magdalen). 


UNIVERSITY OF LONDON 

A meeting of the Court was held on July 4th, with the 
chairman (Lord Macmillan) presiding. The Court considerel 
the tenders from seven selected firms for the superstructure 
of the first of the buildings to be erected on the University’s 
site in Bloomsbury. The lowest tender received—nam_-ly, that 
of £362,579, from Messrs. Holland and Hannen and Cubitts— 
was accepted. A condition of the contract will be the use 
throughout of materials obtained from sources within the 
British Empire. The contract now to be entered into will 
provide for the building of the Senate House and administra- 
tive offices, a portion of the University Library, and certain 
works connected with the University Hall ; but the University 
will have the option to extend the contract to cover additional 
works. The date tor completion is March 25th, 1936. 

The Senate has nominated Lieut.-Colonel J. R. Forrest, 
R.A.M.C. (ret.), for appointment as governor of the Purley 
County Secondary School for Boys. 

The following have been recognized as teachers of the 
subjects indicated in parentheses, and have been assigned to 
the Faculty of Medicine: Dr. W. M. Goldblatt (Physiology), 
St. Thomas’s Hospital Medical School ; Mr. W. D. Doherty, 
Mr. N. L. Eckhoff, and Mr. G. Massie (Surgery), Dr. L. 
Forman (Dermatology), Mr. G. F. Gibberd (Obstetrics and 
Gynaecology), Dr. A. C. Hampson (Medicine), Mr. V. E. 
Lloyd (Venereal Diseases), Guy’s Hospital Medical School ; 
Mr. M. F. Nicholls (Surgery), St. George’s Hospital Medical 
School ; Dr. A. Burrows (Dermatology), Mr. A. M. A. Moore 
(Surgery), London Hospital Medical College; Dr. Alan 
Moncrieff (Diseases of Children), Middlesex Hospital Medical 
School ; Mr. C. W. Flemming and Mr. A. J. Gardham (Surgery), 
Mr. M. L. Formby, Mr. H. A. Kisch, and Mr. F. W. 
Watkyn-Thomas (Oto-rhino-laryngology), Dr. W. N. Gold- 
smith (Dermatology), Dr. M. Maizels (Pathology), Mr. C. D. 
Shapland (Ophthalmology), Mr. N. L. White (Obstetrics and 
Gynaecology), University College Hospital Medical School ; 
Sir Norman G. Bennett, M.B., B.Ch. (Dental Surgery), 
London School of Dental Surgery. 

The Senate on June 20th resolved to institute a University 
Chair of Chemical Pathology, tenable at London Hospital 
Medical College. 

A resolution was passed by the Senate conveying to Pro- 
fessor Karl Pearson its cordial thanks for his gift of £440 
to establish a fund for statistical and allied topics. 

Professor C. Lovatt Evans, F.R.S., was appointed a 
member of the University College Committee, as from 
October 1st, for the remainder of the year ending February 
28th, 1935, vice Professor E. B. Verney, who has resigned as 
from September 30th the chair of pharmacology on_ his 
appointment to the Sheild Readership in Pharmacology in 
the University of Cambridge. 


Graham Legacy 
The Senate received the annual report of the Graham Legacy 
Committee for the year ending August, 1934, from which the 
following are extracts: 
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1, The general purpose for which the Graham Fund was founded 
is to aid research in the school of advanced medical studies con- 
nected with University College Hospital, and the Fund has for its 
object the prevention, cure, and alleviation of human disease and 
suffering. 

2. The Graham Scholarship has been held by Dr. C. L. Oakley, 
and, since April Ist, by Dr. E. S. Duthie. 

3. The activities of the laboratories continue along the usual lines. 
Apart from the gentlemen who receive definite grants for the 
expense of their investigations, most of those engaged in research 
in University College Hospital Medical School are substantially 
assisted by the facilities and equipment provided by the Fund. 
Grants amounting to £90 were made by the committee to seven 
workers, who have been engaged in the following inquiries: 
C. Bolton, (a) absorption from the intestine, (b) acidity of the 
stomach ; A. E. Boycott and C. L. Oakley, transfusion; G. R 
Cameron, inflammation in lower animals; G. R. Cameron and 
C. L. Oakley, tissue reaction to grafts; E. S. Duthie, antimucic 
sera ; J. W. McNee, the pathology of the spleen and liver; F. H. 
Teale, humoral and cellular immunity. 

Professor A. E. Boycott, F.R.S., was reappointed director 
of research under the Charles Graham Medical Research 
Scheme for a period of one year from September Ist. Dr. 
A. M. H. Gray has been elected chairman of the Graham 
Legacy Committee for 1934-5. 


Lonpon Hospitat MepicaLt COLLEGE 


The ‘‘ Price’’ Entrance Scholarship in Anatomy and 
Physiology, value £100, open to students of the Universities 
of Oxford and Cambridge, has been awarded to C. B. Willey 
of Balliol College, Oxford. 


UNIVERSITY OF LIVERPOOL 


The following candidates have been approved at the examina- 
tions indicated: 

M.D.—N. L. Corkill, V. C. 
L. Findlay, H. G. Hanley, E. 
G, W. Phillips, E. R. Smith. 

M.B., Cu.B.—! 2% Margaret F. Procter, ?E. 
(1924 Regulations): A. B. Concanon, T. H. Pierce. Part III (1929 
Regulations) : Bessie Dodd, Jannett C. Evans, Kathleen M. 
Kavanagh, J. L. Lanceley, Annie A. Merrick, W: F. D. Scott. 
Part I: L. V. Arundel, D. Barton, C. H. H. Bryson, P. S. Byrne, 
H. Cantor, Eunice M. Clapham, J. B. David, T. M. Doran, 
Mabel M. Drummond, beryl Ldgecombe, G. Eilidge, 
A. Fairbairn, H. Gewater, *A. J. Gill, 7H. F. Harwood, *L. Henry, 
G, E. Hesketh, A. B. Higginson, Clarice Hughes, Gwendollen M, 
Hughes, T. Laithwaite, J. Leiper, ~H. R. W. Lunt, K. S. E. 
MacRae, J. V. Manning, N. E. Mawby, G. D. Owen, Kathleen M. 
Pearson, M. N. Phillips, G. Platt, B. Polonsky, D. M. Rosenfeld, 
A. Simpkin, *A. Singer, W. S. Sutton, A. C. T. Vaughan, Joan 
Watts, R. E. D. Wheeler. Passed in Individual Subject: R. P. 
Harbord, F. Lanceley, T. FE. Whitby (Pharmacology and General 
Therapeutics). Part II: Agnes Y. Bowie, ©*A. C. Brewer, J. L. 
Brown, °A. Cohen, G. V. Craine, C. F. Crampton, H. W. F. Croft, 


Cornwall, J. M. Erskine-Young, 
Hughes, E. R. Jones, D. H. Mills, 


W. Jones. Part B 


H. R. G. Davies, Phillis Dingle, ®°“V. K. Drennan, B. J. Green, 
S. G. Griffin, R. L. Hartley, Clarice Hughes, ®J. Ic. E. Hughes, 
Mary M. Hurst, G. E. Jones, Joan G. Jones, E. W. Knowles, 
H. S. Lanceley, Ethna W. Little, Sheelah Little, G. B. Marsden, 
A. G. H. Menzies, F. R. Neubert, °W. Parke, Margaret T. Roberts, 
"J. G. Regers, A. R. Sibbald, Henrietta Sloan, E. G. Watson. 


D.P.H.—Part I: G. McLoughlin. 
Hughes, E. R. Jones, J. A. 
SV. J. Wocdward. 

Diploma IN Meprcar RaproroGy ann B: 
T. N. Fogarty, J. W. H. Foy, S. K. Sahay. 

Diptoma IN Tropircat HyGrrne.—A. R. Arulpragasam, I. H. B. 
Ghosh, C. C. Ling, J. S. McMillan, T. A. Malone. 

Second-class honours. Distinction in Surgery. Distinction in 
Obstetrics and Gyraecology. Distinction in Pathology. D’stinc- 
tion in Pharmacology and General Therapeutics. ° Distinction in 
Forensic Medicine and Toxicology. 7 Distinction in Public Health. 
* With distinction. 


Part 
Jones, I*. Langford, E. R. 


Clark. 
Smith, 


VICTORIA UNIVERSITY OF MANCHESTER 
In the Faculty of Medicine the status of Dr. C. Paget 
uapage, F.R.C.P. has been changed from Lecturer to Reader 
in Diseases of Children, dating from September, 1934. 

Dr. J. F. Heslop and Dr. E. Vernen have been appointed 
Demonstrators in Anatomy and Mr. J. Devine Demonstrator 
in Physiological Chemistry. 

The following candidates have been approved at the exam- 
inations indicated: 

M.D.—By Thesis : 
Gerrard, E. R. W. 
medal), G. Lapage, 
By Examination: B. 

Cu.M.—Branch IV: W. B. 

Finat M.B., Cu.B.—fD. H. 
3oyle, A. S. Bullough, W. P. 


Gilmore, J. 
*\V. H. Newton, G. Ramage, B. 
Dunkerlev. 

Mc Kelvie. 

Mackay, Baker, Monica PD. 
Cargill, N. Copeland, J. D. H. 
H. Flack, N. Goldstone, 
Hughes, F. Janus, N. F. Kirkman, Amy 
Mucre, §E. L. Patterson, R. Spencer, 


Aldred, Marguerite F. Cliffe, *IE. A. 
M. Greenwood, FE. IF. Hill (go'd 
R. Sandiford. 


Cran, D. D. Cranna, Annie M. Dawson, I. 
Eileen M. 
Mather, G. H. 


H. Harris, 
B. de V. 
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§J. A. A. L. Woodhead. Part I (Forensic Medicine and Hygiene 
Gud Preventive Medicine) : Monica D. Boy!te, J. Charnley, Eleanor 
B. Clarke, Mary A. C. Cowell, T. F. Davey, F. P. Ellis, W. Fielding, 
F, I. Firth, S. Franks, E. Greenhalgh, G. D. Harthan, E. H, 
Heilpern, H. K. Higson, A. D. Hoffmann, L. L. Husdan, J. I. A, 
Jamieson, W E. Kershaw, A. IF. Mackay, R. Mallinson, J. L, 
Morgan, Annie Nelstrop, R. L. Parish, C. S. Parker, J. N. Parker, 
G. R. Rhodes, L. Margaret Ross, C. Royle, H. L. Settle, J. N. 
Shepherd, D. Shute, R. Thornley, H. J. Wade, J. R. Wardley, 
Margaret I. Williams. 

* With commendation. 
¢ Distinction in Medicine. 


+ With second-class honours. 
§ Distinction in Forensic Medicine, 


UNIVERSITY OF LEEDS 
At a congregation held on July 2n1 the honorary degree of 
D.Sc. was conferred upon J. Shaw Bolton, M.D., F.R.C.P., 
medical director of the West Riding Mental Hospital, and 
until recently professor of mental diseases in the University 
of Leeds ; and upon Sir Robert Muir, M.D., F.R.S., professor 
of pathology in the University of Glasgow. 


NATIONAL UNIVERSITY OF IRELAND 
UNIVERSITY COLLEGE, CORK 
The following candidates have been approved at the examina- 
tions indicated: 


M.B., B.Cu., B.A.O.—V. J. Dillon (second-class honours), R. T, 
Ahern, R. G: Cross, G. A. P. Hurley, B. Hutch, H. L. Lentin; 
M. McCarthy,C. P. O’Flynn, M. J. O'Sullivan. Part I: 
J.. Cogan; ‘J. J. Hurley, P. O'Brien, T. P. O'Connor 
©’ Driscoll, Catherine M. Sullivan, T. Sutton. Part IT: B. Buckley, 
D. J. Burgess, M. D. Hegarty, J. F. McCarthy, T. J. Mullins. 

M.D.—j. Magner, J. H. Stritch. 

M.Cu.—M. McSwiney. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Election to the Coune:l 
On July 5th four Fellows were elected into the Council to 
fill the vacancies occasioned by the retirement in rotation of 
Mr. Ernest W. Hey Groves, Mr. G. Grey Turner, and Mr. 
Hugh Lett, and by the death of Mr. R. P. Rowlands. The 
result of the poll was as follows: 


Votes Plumpers 
Grorce Grey TuRNER (Newcastle-on-Tyne) £030 ......... 6 
Ernest Witttam Hey Groves (Bristol)... 3 
HuGu Lerr (London Hospital) 43 
GIRLING Batt (St. Bartholomew's) 584 ......... 61 
Duncan. Campbell Llovd Fitzwilliams 2400 10 
Gwynne Evan Owen Williams 13 


to be invalid, and two were received too late. f 
Mr. Girling Ball becomes substitute member of Council for 
the late Mr. Rowlands until 1938. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 
Prophit Scholarship for Research in Tuberculosis 


The Royal College of Physicians invites applications for the 
above scholarship, which will be appointed as from Octcber 
next. The scholar will be responsible for the conduct of a 
survey into the incidence and progress of tuberculosis in 
selected sections of the community, by clinical examination 
and tuberculin testing, over a pericd of years. Radiological 
examinations will also be carried cut, but not necessarily by 
the scholar. A medical qualification and some experience of 
tuberculosis are required. The scholarship will be renewable 
from year to year, and is worth £500 per annum, with an 
allowance for expenses. Applications, which must be received 
before September Ist, 
Registrar, Royal College of Physicians, Pall Mall East, S.W., 
from whom further particulars may be ebtained. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


At the monthly business meeting of the College, held on July 
6th, the following candidates, who had passed the Final 
Professional Examination under the conjoint scheme with the 
Royal College of Surgeons in Ireland, were duly admitted 
licentiates in medicine and midwifery of the College: 

C. K. Byrnes, J. F. Cotter, G. J. Kelly, Phyllis J. Kelly, 
Margaret McCarthy, D. D. O’Brien, R. V. Phillipson, Muriel M. 


Smiddy, M. L. Zlotover. 
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SIR JAMES K. FOWLER, K.C.V.O., C.M.G., 
M.D., DiSe;, 
Consulting Physician to the Midd'esex Hospital, King Edward VII 
Sanatorium, and the Brompton Hospital 

James Kingston Fowler, who died on July 2rd, was 
porn at Woburn, Bedfordshire, on March 11th, 1852. 
He was educated at King’s College, London, where he 
held the Warneford Scholarship and Fellowship, and 
later became a member of Gonville and Caius College, 
Cambridge. His first qualification was the M.R.C.S. in 
1874, the L.R.C.P. following in 1876. His university 
degree came in 1879. He was house-surgeon and house- 
physician at King’s College Hospital in 1874-6, and 
house-physician at Addenbrooke's Hospital, Cambridge, 
1877-9. After a brief period 
on the staff of the Westminster 
Hospital he was appointed 
pathologist and curator of the 
museum at the Middlesex Hos- 
pital, and in 1885 lecturer on 
pathological anatomy. In 18890 
he was appointed assistant 
physician to the Middlesex 
Hospital, and physician in 
1891, and he held the post of 
joint lecturer in the practice of 
medicine from 1899 until his 
election as consulting physician 
and emeritus lecturer in 1913. 
His connexion with Brompton 
Hospital for Diseases of the 
Chest began in 1880, and after 
some years as _ assistant 
physician he was promoted 
full physician. 

In 1898 appeared his work on 
Diseases of the Lungs, written 
in conjunction with Sir Rick- 
man Godlee. The idea of such 
a conjunction of physician and 
surgeon in writing a book on 
diseases of the lungs was to 
endeavour to present a con- 
tinuous picture of medical and 
surgical aspects of pulmonary 
disease. In order to obviate 
any doubt that might arise as to which of the two was 
expressing an opinion or recommending a_ particular 
method of treatment, each chapter bore the initials of 
the author responsible for it. No suhsequent edition 
of this jointly written book appeared. In 1921 Fowler 
published his monograph on Pulmonary Tuberculosis. 
This contained some matter already published by him, 
but much of it was new, and was presented in a novel 
and attractive way for students and young practitioners. 
It did not pretend to be an exhaustive treatise—more 
a guide to safe diagnosis and treatment. He used the 
title of the book with satisfaction because he had warred, 
he said, at first alone, for thirty years against the use 
of the terms ‘‘ phthisis’’ and 
wanted to systematize the use of the term ‘ tubercu- 
losis,"” applying it to this disease with various locating 
adjectives—laryngeal, meningeal—to describe the exact 
nature of the lesion. The style of the book was based 
on Sir Thomas Watson's classical work, The Practice of 
Physic, on which Fowler was brought up. The book 
certainly gives a most readable and useful account of 
pulmonary tuberculosis. It is all the more attractive to 


‘“consumption.”’ He 


| 


those for whom it was written because the reader is 
not bothered with a wealth of authorities—mostly at 
that date German. He wrote the articles on emphysema 
and syphilis of the lungs in Allbutt’s System of Medicine 
in 1898 and 1969. 

At the Annual Meeting of the British Medical Associa- 


_ tion in 1891 Fowler was vice-president of the Section of 
Pathology, and in 1803 vice-president of the Section of . 


Medicine. In 1908 he delivered the Address in Medicine 
at the Sheffield meeting of the Association. This was the 
period when so much was being done with the opsonic 
index by Sir Almroth Wright and his followers, and, 
not unnaturally, the address, which was on _ vaccine 
therapy, dealt exhaustively with the subject. In that 
year he held office as president of the Medical Society 
of London, and he had been elected honorary phys:cian 
to the King Edward VII Sanatorium. For some time 
he served on the Colonial Advisory Medical and Sanitary 
Committee and on the Com- 
mittee on Colonial Medical 
Appointments. In he 
was appointed a member of 
the West African Yellow Fever 
Commission, having col- 
leagues Sir William Leishman, 
Sir Ronald Koss, Sir 
William Simpson. The Com- 
mission was not to proceed to 
Africa, but to study and report 
on evidence collected by the 
various men _ working there. 
The reports were published in 
the following year. 

Fowler was one of the senior 
members of the Senate of the 
University of London, and had 
served for a period as dean of 
the Faculty of Medicine. Fre 
was also a member of the 
Governing Body of the Lister 
Institute, and had _ been 
examiner in medicine for the 
English Conjoint Board and for 
the University of Cambridge. 

He was created K.C.V.O. in 
1910, after having been in 
attendance on the late Prince 
Francis of Teck, who had 
done very fine work for the 
Middlesex Hospital. There 
had been some misconception about the illness of the 
Prince, in the treatment of which Sir Alfred Pearce 
Gould had been associated with Fowler, so the facts 
were published in the medical journals. Fowler was 
one of those who gave strong support to Marcus Paterson 
in starting graduated work in the routine treatment of 
pulmonary tuberculosis at Frimley Sanatorium, and he 
was much interested in the work of King Edward VII 
Sanatorium at Midhurst and the Papworth Tuberculosis 
Colony. In his earlier days he was consulted by Cecil 
Rhodes, who originally went to South Africa because he 
was thought to be threatened with tuberculosis. 

On the outbreak of war in 1914 Sir James Fowler was 
on the @ Ja suite staff of the 3rd London Territorial 
General Hospital, and he served for a time in France 
as consulting physician for the Rouen base with the rank 
of Colonel A.M.S. On returning to London he was 
attached to the Queen Alexandra Military Hospital, 
Millbank. He was awarded the C.M.G. for his services 
during the war. 

Sir James Fowler was unmarried. At the Beefsteak 
Club, where he often dined in former years, he met 


| | 
| | 
| 
| 
| | 
| 
4 | 
| 
| 
| | 
| | 
| 
1 
| 


92 Jury 14, 1934] 


many prominent men. Before he was knighted he always 
insisted on being called ‘‘ Mr.,’’ his idea being that he 
might thus discourage conversation from drifting to 
medical subjects. One of his close friends was the late 
Sir Otto Beit, in whose benefactions for medical research 
he took a deep interest, and he was for many years one 
of the Beit Memorial Trustees and honorary secretary 
of that body. An intimate friendship with the second 
Lord Montagu of Beaulieu led Fowler to promise in an 
‘‘ incautious moment ’’ to write a short guide to Beaulieu 
Abbey in the New Forest. He had had placed at his 
disposal unpublished manuscripts bearing on the history 
of the Abbey, and this led to a short guide becoming 
a monograph of 226 pages. A History of Beaulieu 
Abbey A.D. 1204-1539 (published in 1911) is a very fine 
and handsomely illustrated account of the Abbey of 
Bellus Locus Regis, as it was called in the original charter. 
Besides telling the story of the Abbey through the 
centuries, with pictures of what remains of it now and 
restorations of what it was in all its glory, the book 
gives an account of the Cistercian monks, who had 
founded this and seventy-four other abbeys and twenty- 
six nunneries in Great Britain by the time Wolsey and 
Henry VIII laid their heavy hands on the monasteries. 
The proceeds of the sale of the book were devoted to the 
care and maintenance of the building of the Abbey. 
Fowler lived in his later years of life when out of town 
at the Warden’s Lodge, Beaulieu, and published in 1928 a 
much smaller work—Hayles and Beaulieu : A Brief History 
and Guide to Hayles Abbey, a Daughter House of Beaulieu. 
In his youth he was much interested in falconry, and used 
to go down to hawking meetings on Salisbury Plain. 


[The photograph reproduced is by Elliott and Fry Ltd.] 


ARTHUR BERNARD CRIDLAND, F.R.C.S.Ep. 


Vice-President, Ophthalmological Society of the United Kingdom 


The death of Mr. A. B. Cridland of Wolverhampton at 
the age of 61 years, on June 29th, came.as a shock to a 
wide circle of friends and colleagues. The son of Mr. 
Arthur Cridland of Clifton, Bristol, he was educated at 
Clifton College, Bristol Medical School, and St. Mary’s 
Hospital, London. He qualified M.R.C.S.Eng., L.R.C.P. 
Lond. in 1898, and later took the F.R.C.S.Ed. and the 
D.O.Oxon. 

Cridland’s appointment to the Bristol Eye Hospital as 
house-surgeon in the early ‘nineties, when he came under 
the influence of Mr. Richardson Cross, determined his 
future career. In 1903 he was appointed house-surgeon at 
the Wolverhampton and Midland Counties Eye Infirmary, 
and shortly afterwards began to practise in Wolver- 
hampton and Stafford. In 1904 he became honorary 
assistant surgeon to the Wolverhampton Eye Infirmary, 
and seven years later honorary surgeon, a post he held at 
the time of his death. A presentation of silver from the 
Managing Committee and Ladies’ Committee was made to 
him and his wife in March, 1933, on the occasion of their 
silver wedding. In 1921 he was made consulting ophthal- 
mic surgeon to the Royal Hospital, Wolverhampton, and 
when the ophthalmic department of the Staffordshire 
General Infirmary was inaugurated in 1905 he became its 
first honorary ophthalmic surgeon. During the past vear 
he accepted a similar appointment to the Bridgnorth and 
South Shropshire Infirmary. 

Mr. Cridland joined the British Medical Association in 
1900, and was chairman of the South Staffordshire 
Division in 1927-8. He was vice-president of the Oph- 
thalmological Society of the United Kingdom, and owing 
to the illness of the president presided at its last session in 
April of this year. He was also a vice-president of the 


Ophthalmic Section of the Royal Society of Medicine, and 
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a member of the French Ophthalmological Society. His 
past offices were numerous, notably Master of the Oxford 
Ophthalmological Congress for three years, president of 
the Midland Ophthalmological Society, and vice-chairman 
of the Council of British Ophthalmologists. He delivered 
the Middlemore Lecture at Birmingham in 1917, and the 
Doyne Memorial Lecture at Oxford in 1933. Special 
mention must be made of his most valuable services for 
fifteen years as honorary secretary of the Oxford 
Ophthalmological Congress. In this he was seen at his 
best, and was universally popular. When he retired the 
members, in an enthusiastic gathering, presented him 
with a gold watch and a canteen of silver. This well- 
deserved mark of appreciation of his work gave him the 
keenest pleasure, but it was characteristic of his modesty 
that he remarked to the writer that he did not think he 
deserved such a valuable present, as he had always 
enjoyed the work. When the International Association 
for the Prevention of Blindness was founded at The 
Hague in 1929, Cridland was appointed to represent 
Great Britain cn the Executive Committee. He was also 
a member of the Union of Counties Association for the 
Blind and a medical referee on the Midland Circuit. 
During the South African War he was a civil surgeon to 
the Princess Christian Hospital of the Natal Field Force. 

Truly this list of public activities is one of which any 
man might well be proud, and there is little doubt that 
the unsparing devotion he gave to them and to a large and 
successful private practice taxed his strength, and was a 
factor in bringing to an untimely end a most useful life and 
a very successful career. Practising as he did in a large 
industrial area, it was natural that he should be especially 
interested in injuries of the eye, and his Doyne Memorial 
Lecture dealt with ‘‘ The Aftermath of Cases of Intra- 
ocular Foreign Body.’’ Based on his own experience, it 
is the type of paper which is of lasting value. Cridland 
made other contributions to ophthalmic literature, a 
detailed mention of which space forbids, but one may just 
mention his interest in the use of the tonometer in its 
early days, and his advocacy of Lagrange’s sclerectomy 
operation for glaucoma. 

Bernard Cridland leaves a widow, two sons, and two 
daughters. It is pleasing to recall that he was very 
happy in his married life and devoted to his children. 
His wife usually accompanied him, when possible, to 
Oxford, where she was extremely popular with the 
members of the congress and their wives, and much 
sympathy will be felt for her in her sad loss by a wide 
circle of friends. 


Lieut.-Colonel A. E. J. Lister, F.R.C.S., I.M.S. (ret.), 
late professor of ophthalmology, King George’s Medical 
College, Lucknow, writes : 

On behalf of myself and many ophthalmologists practis- 
ing or who have practised over-seas, may I be allowed to 
pay a brief tribute to the memory of my friend Bernard 
Cridland. Many of us looked forward to the Oxford 
Ophthalmological Congress on our next leave home, and 
not the least pleasant part of it was the genial welcome 
we always received from Cridland. He seemed to delight 
in making everyone happy. Nothing was too much 
trouble for him, yet he was never in the least fussy of 
obtrusive. What his work for so many years, as honorary 
secretary, meant to the Oxford Congress is now a matter 
of history, and was fittingly crowned by his being made 
Master of it in due course. We oversea members, after 
a first visit, all looked upon him as a friend, and if we 
wrote to him, as many did, we were sure of a prompt 
and helpful reply. Others will deal with other aspects 
of Cridland’s career, but I am sure that these few words, 
however inadequate, will be endorsed by many ophthalmo- 
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logists throughout the world. His wife was always his 
equal in friendliness and geniality, and it may be some 
slight consolation to her to know that many others will 
mourn with her when the news reaches them over-seas, 
and that their sympathy, though in many cases perhaps 
unexpressed, will be none the less real. 


NEWMAN NEILD, M.B., F.R.C.P. 
Physician, Bristol General Hospital 
Dr. Newman Neild, senior physician to the Bristol General 
Hospital, died suddenly on July 4th, at the age of 62 
years, deeply regretted in Bristol and the neighbourhood, 
where he was widely known. 

Newman Neild was born in Manchester in 1872, where 
his father was principal of Dalton Hall. He was educated 
at Boothain School, York, and later entered, as a medical 
student, Owens College, Manchester, taking the decrees 
of M.B., Ch.B.Vict., with honours, in 1886. He held 
resident appointments at the Manchester Royal Infirmary, 
the Brompton Hospital for Consumption, and the Great 
Ormond Street Hospital for Sick Children. He settled 
to practise in Bristol, and in 1901 was appointed assistant 
physician at the General Hospital, where he laboured 
for nearly eighteen years as an out-patient physician 
without beds. In October, 1918, he was promoted to be 
full physician. He was for many years lecturer in charge 
of the department of pharmacology and_ therapeutics. 
In 1907 he became M.R.C.P.Lond., and in 1928 was 
elected a Fellow. He was an examiner for the Conjoint 
Board in materia medica and pharmacology from 1928 
to 1932, and also in the University of Birmingham and 
Bristol. For many years he was honorary physician to 
the Clergy Daughters’ School, Bristol. 

He had rendered long and magnificent service to the 
British Medical Association as honorary secretary of the 
Bath and Bristol Branch (junior, 1905-13; senior, 
1914-23); secretary and treasurer, Bristol Division, 
1905-14 ; secretary only, 1915-22; president, Bath and 
Bristol Branch, 1923-4 ; representative, 1916-18 (London). 
His consideration for, and devotion to, his hospital 
patients bore witness to an inspiring zeal, which remained 
undiminished in spite of impaired health and a period of 
sanatorium residence. 

Although immensely interested both in the practice 
and in the teaching of medicine, Neild was a man of 
many-sided interests. He was a clever, accurate pencil 
draughtsman, a connoisseur of paintings and engravings, 
a knowledgeable collector of china, and the proud 
possessor of a rare collection of old herbals and botanical 
books. He was of a cheerful disposition, and dearly 
loved a good story, whilst a satirical vein sometimes 
made his wit cut more deeply than he intended. Yet 
he always had a kindness of heart that showed in many 
ready acts of generosity and sympathy. Newman Neild 
was a sturdy fighter with a streak of obstinacy, which 
was occasionally of the greatest value in fighting the 
battles of the British Medical Association. He leaves a 
“4 and two daughters, with whom deep sympathy 
is felt. 


DAVID ROSS, M.D. 

Past-Chairman, City Division 
We have to record with regret the death on July 4th, at 
his home in Kingsland Road, London, E., of Dr. David 
Ross, who was well known to many members as a strong 
supporter of the British Medical Association and an active 
worker in the City Division. David Ross was born in 
1872, and studied medicine in Aberdeen and at St. 
Bartholomew's Hospital. He graduated M.B., C.M.Aberd. 
with honours in 1894, and proceeded M.D. in 1898 with 
the highest honours. In addition to carrying on a large 
Practice in the Kingsland Road, he maintained his con- 


nexion with his university, being an interim examiner in 
materia medica. His capacity for organization found an 
outlet in work for the Hackney School Treatment Centre, 
of which he was honorary secretary and treasurer, and 
also in the procedings of medical societies. He was a vice- 
president of the Hunterian Society, and honorary secre- 
tary (late president) of the Aesculapian Society. During 
the war he held a temporary commission in the R.A.M.C., 
and was later vice-chairman of the National Service 
Medical Board for the City of London. He was also 
closely connected with the Metropolitan Hospital, of which 
he had been honorary medical officer. He had published 
various papers on clinical topics. Dr. Ross joined the 
British Medical Association in 1909, and was a member 
of the Representative Body at the Annual Meetings ct 
Cambridge, Glasgow, Portsmouth, Bradford, Bath, and 
the two London meetings. He had been chairman of the 
City Division, and was a member of the Council of the 
Association in 1920-1. 


Dr. Ernest Wortey writes: By the not unexpected 
death of Dr. David Ross the City Division has lost one 
of its oldest and certainly its most active and respected 
member. Ross held every official position at one time cr 
another—chairman, secretary, representative—and each 
with the greatest possible success. Known by those of us 
who knew him intimately as a man of wide and deep 
learning, he had travel'ed extensively—an extremely able 
and interesting debater at all our meetings, and one whose 
views were always worth listening to. His advice and 
help has always been one of our greatest assets during the 
last twenty years—a most loyal supporter of the Associa- 
tion, even though he would never have anything to do 
with the panel service. He never missed an Annual 
Mesting to my knowledge except through ill-health. The 
loss to the Division is incalculable. Ross was my oldest 
and most esteemed friend. 


ALEXANDER THEODORE BRAND, M.D. 
Driffield 

We regret to record the death, on June 23rd, of Dr. A. T. 
Brand ; his passing removes one of the outstanding person- 
alities of East Yorkshire. Born in Chicago in 1852, of 
Scottish parentage, he graduated M.B., C.M. with honours 
at Aberdeen in 1881, and subsequently studied in Vienna 
and in London. He obtained the degree of M.D.Aberd. 
in 1884, after starting practice at Driffield in 1882, where 
he succeeded the late Dr. Eames. He retired in 1927, 
after forty-five years of busy and successful life in general 
practice, during which time he won the love and esteem 
not only of his patients but of the whole district, in the 
affairs of which he played a prominent part. Among his 
public appointments he held the post of medical officer to 
the Driffield and District Poor Law Infirmary for many 
years, and his devoted work there will long be remembered. 
In 1901 he was made a justice of the peace for the Bainton 
Beacon Division, and continued to sit on the Bench until 
a few weeks from his death, at which time he was the 
oldest magistrate, both in age and in years of service, and 
filled the office of vice-president. 

Dr. Brand was a member of the British Medical Asso- 
ciation for nearly fifty-two years, being president of the 
East Yorks and North Lincolnshire Branch in 1902-3. 
During the war he held the rank of major in the R.A.M.C., 
and commanded the No. 2 East Yorks Field Ambulance ; 
he had previously been awarded the Volunteer Decoration. 
His chief medical interest concerned the origin of cancer, 
upon which subject he had both read and written widely. 
He held firmly to the cpinion that malignant disease was 
due to a micro-organism, and was always eager, even to 
the time of his death, to discuss this subject with a 
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colleague, and to set forth sound arguments in favour of 
the theory. His book on Cancer : Its Cause, Treatment, 
and Prevention, published in 1922, gives a clear exposition 
of his views on this subject. He was also joint author 
with his partner, Dr. J. R. Keith, of a valuable book— 
Clinical Memoranda—which contains most useful and 
original information, culled from his vast clinical experi- 
ence in general practice. Apart from his _ professional 
work he was an enthusiastic Freemason, and an authority 
on the subject. He had held every office open to him, 
and was three times Worshipful Master of the Sykes 
Lodge. He is survived by his second wife, four daughters, 
and a son, who is also in the medical profession, as a 
major in the R.A.M.C. 


On June 2tst the death occurred, in St. Thomas's 
Hospital, London, whither he had gone for treatment 
several weeks before, Of Dr. ALAN DEED BRUNWIN, a 
senior consultant tuberculosis officer of the Lancashire 
County Council. He was 55 vears of age, and resided 
at Lancaster. Dr. Brunwin graduated at Cambridge as 
M.A. in 1903, B.Ch. in 1906, and M.D. in 1909. He 
received his medical and surgical training at St. Thomas’s 
Hospital. In 1910 he tock the D.P.H. at Aberdeen. His 
early appointments were resident medical officer of the 
Denbighshire Infirmary, and then Government medical 
officer in Fiji. From experience in this island he con- 
tributed two papers to the Journal of Tropical Medicine: 
‘‘ Observations on Santonin Treatment of Dysentery,’’ and 
‘“Some Aspects of Filariasis in Fiji.’”’ After a period as 
assistant medical officer of the Westmorland Sanatorium 
at Meathop he joined, in 1913, the medical staff of the 
Lancashire County Council consultant tuberculosis 
officer. His appointment for several years was joint with 
Blackpool Corporation. From November, 1914, until 
February, 1919, he held a temporary commission in the 
R.A.M.C., and was heart specialist on the staff of the 
hospital at Etaples in France, provided and organized by 
the Order of St. John of Jerusalem, and of which Colonel 
C. J. Trimble, the present chairman of the Lancashire 
County Tuberculosis Committee, was in command. 
Brunwin published in the Practittonery in 1921 an article 
on “ Electrocardiography on Active Service.’’ On_ his 
return from war service he took control of one of the 
five large dispensary areas in Lancashire, containing a 
population of 267,000, and an acreage of 303,000, with a 
pulmonary hospital at Lancaster and dispensaries at 
Lancaster, Preston, and Chorley. His relations with the 
medical practitioners, medical officers of health, and 
medical officers of institutions were ever of the most 
friendly nature ; his clinical abilities ensured the complete 
confidence of all his medical colleagues. With the late 
Dr. Logan Stewart he did the pioneer work in regard to 
the treatment of tuberculosis by artificial light at centres 
established in tuberculosis dispensaries, and the results 
were published jointly in Tubercle, 1928, under the title 
“ Artificial Light Treatment at Tuberculosis Dispensaries 
in Lancashire.’’ Dr. G. Lissant Cox, the central tubercu- 
losis officer, writes: Brunwin came of a family long 
connected with the county of Essex. Urbane and kind, 
possessed of attractive social qualities and a sure 
knowledge cf all aspects of his chosen specialty, tubercu- 
losis, he will be greatly missed by all his colleagues, his 
patients, and his many freiends. 


as 


We regret to record the death on June 27th of Dr. 
Henry DarviL_e Brook of Fareham, Hampshire. Born 
in 1862, he received his medical education at St. Thomas’s 
Hospital, obtaining the diplomas M.R.C.S., L.R.C.P. in 
1887. Public health attracted him early in his career, 
and he became D.P.H. in 1890. He was a well-known 
and popular resident in Fareham, where he was medical 
officer of health and public vaccinator. As lecturer and 
examiner for the St. John Ambulance Association he 
rendered exceptional service, and was appointed an 


honorary associate of the Order of St. John of Jerusalem. 
During the war he 


held the commission of leutenant- 


colonel in the R.A.M.C. T.A., as officer in command 
of the 2nd/3rd Wessex Field Ambulance, and was later 
A.D.M.S., 55th Division, B.E.F., in France, with the 
temporary rank of colonel. He held the Volunteer 
Decoration, and was a deputy lieutenant for Hampshire, 
One of Dr. Brook’s outstanding hobbies was marksman- 
ship, and he was a member of the Hampshire Rifle Asgo- 
ciation and the Portsmouth and District Rifle Club. He 
was also medical officer to the fire brigade, the Post 
Office, and the local industrial home. He was a member 
of the British Medical Association. The remains were 
cremated, and the ashes were scattered on the Bisley 
ranges in accordance with his special desire. 


Dr. Octavius AuGuUSTUS GLASIER COLLINS, formerly 
acting medical officer of health for Bath, diced recently 
in that city at an advanced age. He received his medical 
education at St. Bartholomew’s Hospital, where he 
qualified M.R.C.S.Eng. in 1882. In the following year 
he obtained the diplomas L.R.C.P.Lond. and L.M. of 
the Rotunda Hospital, Dublin, graduating B.C.Cantab in 
1887. For many years Dr. Collins had been connected 
with the Bath Isolation Hospital, and up to the time of 
his death was consulting medical officer to the Eastern 
Dispensary. He had on various occasions assisted Dr. 
W. H. Symons, medical officer of health for Bath, and 
from 1917 to 1919 was acting medical officer of health, 
He retired from general practice in the early ‘twenties. 


Medico-Legal 


‘“ ENCYCLOPAEDIA OF SEXUAL KNOWLEDGE ” 

Summons by Director of Public Prosecutions 
At Bow Street police court on. June 28th, before Mr, 
Dummett, the Amalgamated Publicity Services, Ltd., of 
Bucknall Street, W.C., appeared to answer a summons taken 
out by the Director of Public Prosecutions, charging them 
with having sent a postal packet enclosing indecent prints, 
contrary to Section 63 of the Post Office Act, 1908. 

Mr. C. R. V. Wallace, who appeared fer the Director, 
stated that on May 23rd a Mr. Murray, a solicitor, received 
through the post a pamphlet advertising a publication called 
‘ Encyclopaedia of Sexual Knowledge,’’ and it appeared that 
a very large number of these had been dispatched. The 
attention of the magistrate was drawn to certain passages, 
and counsel submitted that the whole pamphlet was indecent. 

Mr. Malcolm Hilbery, K.C., for the defendants, said that 
the case was not as simple as it might appear. The Act laid 
it down that indecent or obscene matter must not be sent 
through the post. He submitted that it was not the subject- 
matter of a publication which would make it indecent, but 
the manner in which it was treated. What was intended to 
be a plain statement, giving information, was not capable 
of being held to be indecent or obscene, but it must be some- 
thing intended to affect the mind salaciously. The present 
pamphlet was no more than an absolutely plain statement 
on sexual topics. There had always been great differences of 
opinion as to how far sexual subjects should be frankly dis- 
cussed, but to-day a considerable body of public opinion 
was in favour of the plainest talk. The same plain statements 
as appeared in the pamphlet were to be found in standard 
dictionaries under words connected with sex subjects, but 
it would not be suggested that the publishers of such 
dictionaries were circulating indecent matter. The only test 
he could suggest to what the man of ordinary 
intelligence expected on reading something of this sort. The 
book, a bulky volume of fairly high price, was not intended 
for the prurient, but simply for the reasonable information 
of the public on a subject of high concern. It was impossible, 
of course, to approach such a topic without plain speaking, 
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but while such approach was distasteful it need not be 
indecent. 
Mr. A. Chadwick, chairman and manager of the defendant 


company, which had been in the publishing business for 
twenty-two years, said that his firm made careful inquiries 
beforehand as to the contents of the encyclopaedia and those 
responsible for its publication. The pamphlet was sent t¢ 
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yarious classes of official and professional persons whose 
names were selected from directories. It was revised and 
extensively altered by the editor, Dr. Haire, before being 
sent out. The witness said he was chairman of the Public 
Library Committee of the Bromley Borough Council, and he 
produced a list of books available for borrowers in that 
library which dealt with sex education. The Library Com- 
mittee took account of suggestions from readers, if satished 
that the desired books were proper ones. There was nothing 
in the encyclopaedia different from books in this public 
library. He added that rather more than a quarter of a 
million copies of the pamphlet had been circulated, but 
distribution ceased immediately the summons was received. 

The magistrate said that he did not think this was a 
matter which should be decided hastily. He had not read 
the pamphlet, and he intended to keep a quite open mind 
until he had done so, and he would also try to get a little 
more light on the Section of the Post Office Act. He would 
give his decision in a week’s time. 

The magistrate gave his reserved decision on July 6th. 
He said that he had now had the opportunity of reading 
the pamphlet which advertised the ‘ Encyclopaedia of Sexual 
Knowledge.’ So far as he knew, the book itsclf might be 
a scientific work, but the pamphlet stood on an altogether 
diferent footing. He was told that it had been circulated 
only to certain classes of people, educated people, who would 
not misunderstand what was intended to be conveyed. But 
the offence was that of sending indecent matter through the 
post, to whomscever it was sent, and when it was put 
forward as a plea that it was only sent to certain classes of 
the community the implication was rather adverse to the 
defendants. The book might be a reputable work, but the 
pamphlet selected certain headings of chapters, and gave 
a preliminary account of certain subjects, emphasized by 
capital letters. The object of the pamphlet was evidently to 
increase the sale of the book by attracting the attention of 
members of the public whose interest in the subject was very 
far from being scientific. Accordingly he fined the defendants, 
the Amalgamated Publicity Services, Ltd., £10, and £3 3s. 
costs. 


MEDIC 


Medical Notes in Parliament 
[FroM OUR PARLIAMENTARY CORRESPONDENT ] 


The House of Commons this week debated agriculture, 
shipping, and colonial administration. The Shops Bill 
was down for report and third reading. A Standing 
Committee of the House began to examine the Betting 
and Lotteries Bull. 

The South Middlesex and Richmond Joint Hospital 
District Bill, which has passed the House of Lords, was 
ead a second time by the House of Commons on July 6th. 

In the House of Lords, on July 10th, the Earl ot 
Plymouth moved the second reading of the Road Traffic 
Bill. He said the Government had accepted an amend- 
ment in the House of Commons providing for the pay- 
ment of fees to doctors in cases of emergency treatment. 
This was to be provided, irrespective of whether or not 
there was negligence on the part of the driver. It had 
been suggested that that was injustice, but, on the 
whole, the Government did not think it was comparable 
with the injustice which would be done to the medical 
profession if they were deprived of their fees in such 
cases. The Bill was read a second time. 


General Medical Service 


Mr. LLtewettyn-Jones, on July 5th, asked Sir Hilton Young 
if he was aware of a movement both in the medical profession 
and also among friendly secietics and nation: health 
insurance organizations in support of the setting up of a 
complete medical service for the whole of the population of 
the country. Sir Hirton answered that proposals on_ this 
subject had been brought to his notice and were being 
examined. He could not indicate what action, if any, the 
Government might decide to take. 


Tre Britise 
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Expenditure on Medical Research 


On July 9th Mr. Durr Cooper, replying to Sir Robert 
Gower, siid that the annual grant-in-aid of the Med‘cil 
Research Council was £135,609 from 1925 to 1927 inclusive, 
£140,000 from 1928 to 1931 inclusive, and £139,000 in 1932 
and 1933. Provision for a grant of £139,000 was included 
in the estimates for the current financial year. There were 
other contributions made by the State to medical research, 
but, apart from a grant of £100,000 in 1929 for the purchase 
of radium, it was not possib'e to give figures. Inclusive 
grants were paid to a number of universities, and considerable 
sums out of these grants were allccated by the university 
authorities to their medical schools, which included medical 
research among their activities. It was not p:s:ible to dis- 
tinguish the amounts «epplied to this purpose. Medical 
researches were undertaken from time to time by the Ministry 
of Health and other Government Departments. 


Research on Cattle D‘seases 


On July 9th, during the debate on the estimates for the 
Ministry of Agriculture, Dr. Extior said that the estimates 
for the current financial year were for a net sum of 
£2,234,134. Of this £612,000 was for education and research 
and £180,000 for prevention of disease. The Department 
was expanding its staff to deal with what was recognized as 
an urgent necessity—namely, the saving of the great losses 
in the live-stock industry due to preventable disease. Mr. 
PERKINS asked the Minister what progress had been made 
in research into the cause and possible cure of foot-and-mouth 
disease. He suggested that instead of giving £16,500 every 
year to the various Government chemists and chemists in 
his Department, the Minister should offer a large bribe in the 
shape of a present of £250,000 or £500,000 to any individual 
chemist or biologist who could find out the cause of foot- 
and-mouth disease, and bring forward a definite cure. Sir 
W. WayLanp asked if the Minister had any information to 
impart about Johne’s disease, which was spreading through 
the country as it was throughout Europe. It meant the loss 
every year of an enormous number of cattle. There had 
been attempts at making various antitoxins, but they had 
not been successful. If more money were spent on research 
into the diseases of cattle and sheep we should not suffer 
the severe losses which we now did every year. Dr. Elliot 
said he could not give Mr. Perkins any definite information 
whether the Foot-and-Mouth Disease Committee had found 
out anything. It might be that the line which would give 
us a key to the problem was in some cbscure research by 
a physicist who had no idea that he was working on any- 
thing that would be a key to a disease problem. He was 
a little dubious of the project of offering £250,000 or 
£500,000 as a gigantic prize. He had taken a note of what 
Sir W. Wayland had said about the necessity for continuing 
research, and particularly of the necessity for work about 
Johne’s disease. Sir Merrik Burrell, who had given the 
Department a great deal of assistance, was working with his 
committee on all these questions of animal disease, and they 
had in him as capable an advocate of research as Sir W. 
Wayland would desire. 


Distr:ct Nursing Services 


On July 10th Sir Geratp Hurst obtained leave to intro- 
duce the Domiciliary Nursing Services Bill. He said that the 
Bill was intended to fill a gap in the existing laws which 
provided nursing facilities for the poor. Local authorities 
were not entitled at present to contribute to voluntary 
associations which provided district nurses for the care of 
the poor who could not pay for those services. In districts 
where there were no nursing associations the work of nursing 
unpaying patients went unfulfilled. Many cases of tubercu- 
losis, cancer, and ulcer were, as a result, left without nursing. 
Owing to this disability imposed on the local authorities 
there was a shortage of district nurses. The Bill would enable 
local and county authorities to provide domiciliary nursing 
services for the inhabitants of their districts, to combine 
and pay nurses, to provide accommodation for them, and 
to make reasonable subscriptions and donations to voluntary 
associations. 
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MEDICAL NOTES IN PARLIAMENT 
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Tue Britisn 


Summoning a Doctor in Road Accidents 


Mr. Temple Morris, on July 9th, asked the Minister of 
Transport whether, in view of the proposed mulcting of 
a motorist of 12s. 6d. for the fee of a doctor when his car 
had been in collision with anyone, the doctor in each case 
would be summoned by the parties to the accident or by the 
police, and whether it was intended that any individual 
should have the right to communicate with a medicai man. 
Captain AusteEN Hupson, who replied, said that the circum- 
stances of accidents varied greatly, and a hard-and-fast rule 
on who had the right to summon medical assistance would 
inyolve dangerous delays. 


Disease Carriers in Air Warfare 


Mr. Batpwin told Sir Nicholas Grattan-Doyle that the 
German Government had officially denied allegations that 
experiments were being made and plans perfected by the 
Luft-gas-angriff department for the destruction of human 
beings in war by aircraft carrying deadly disease germs, or 
that experiments had been made on the vulnerability of 
underground railways in London and Paris. The questicn of 
the vulnerability of underground railways in London was kept 
under constant observation as part of the general question 
of air raid precautions. 


Safety Glass in Motor Vehicles.—Mr. Hore-BettsHa told 
Mr. Knight on July 4th that since January Ist, 1932, 
regulations had required, as regarded new vehicles, that all 
glass fitted to windscreens or windows facing to the front 
on the outside of any motor vehicle, except glass fitted to 
the upper deck of a double-decked vehicle, should be safety 
glass. He did not think it necessary to make use of such 
glass throughout public service vehicles compulsory. 


Pedal Cyclists in Road Accidents.—Replying to Viscountess 
Astor on July 4th, Mr. Hore-BeEtisHa said that the report on 
fatal accidents during the year 1933 showed that in that year 
874 pedal cyclists were involved in fatal accidents which 
occurred in built-up areas. In 485 cases of fatal accidents 
in built-up areas the sole or main cause of the accident was 
the pedal cyclist. 


Ambulance Services.—Sir H1LTon Youne told Sir R. Gower, 
on July 5th, that a circular had been issued to local 
authorities last November on the’ general question of 
ambulance service. This was being followed by local investi- 
gations into the adequacy of the service in certain parts of 
the country. When he received the report on these investiga- 
tions he would consider Sir Robert Gower’s proposal to advise 
local authorities that applications from branches of the 
St. John Ambulance Brigade for the use of sites for casualty 
stations should receive favourable consideration from them. — 


Maternity Benefit and Poor Relief in Scotland.—On July 5th 
the House of Commons recommitted the Poor Law (Scotland) 
Bill. An amendment was moved to disregard maternity 
benefit in the assessment of Poor Law relief. Mr. SKELTON 
said he would accept the amendment, but its wording would 
have to be reconsidered in the House of Lords. The form 
of words as he suggested it at the moment ran: 

““A local authority in affording outdoor relief to or in 
respect of any woman shall disregard the whole of any 
maternity benefit, exclusive of any increase of such benefit 
by way of additional benefit, or of any second maternity 
benefit to which she may be entitled under the last-mentioned 
Act, and the corresponding need shall also be so disregarded 
in the assessment of need.’’ 

The amendment thus worded was accepted, and the Bill 
passed through committee, report, and third reading. 


Silicosis Disablement in South Wales.—Mr. ERNEST Brown 
told Dr. John Williams on July 10th that between June Ist, 
1931, when the Medical Board under the compensation scheme 
was appointed, and May 31st, 1934, 105 miners were certified 
by the Board as disabled from silicosis in the county of 
Carmarthen, and 279 in the remainder of the South Wales 
coalfield. The numbers of deaths certified by the- Board were 


26 and 57 respectively. 


Medical News 


The sixteenth annual meeting of the Mental Hospitals 
Association will be held in the Council Chamber of the 
Guildhall, London, on Wednesday, July 18th, at 11 am 
A discussion on the working of the Mental Treatment Act, 
1930, will be opened by Dr. J. Bain and Dr. F. i Stuart : 
and a discussion on the Board of Control memorandum 
on occupation therapy for mental patients by Dr, R } 
Eager and Dr. J. I. Russell. 

The annual meeting of the Society of Chemical Industry 
will be held in Carditf from July 16th to 20th. The title 
of the presidential address of Dr. J. T. Dunn on the 
morning of Tuesday, July 17th, is ‘‘ Science and Industry 
—the Fertility of Ideas,’’ and that of Sir Harry 
McGowan’s Messe! Medal Lecture ‘‘ The Uneven Front 
of Research.’’ 


The annual meeting of supporters of the Papworth 
Village Settlement, Cambridge, was held on Wednesday, 
July 11th, at 4 p.m., at the Park Lane Hotel, London, 
with the president, Sir Humphry Kolleston, in the chair, 
H.R.H. the Duke of Gloucester will visit the Settlement 
on Thursday, July 26th, at 12.15 p.m., to inaugurate the 
Bernhard Baron Memorial Hospital, afterwards laying 
the foundation stone of the surgical block. 


The Fellowship of Medicine (1, Wimpole Street, W.) has 
arranged lecture-demonstrations at 11, Chandos Street, W., 
on July 17th and 24th, at 2.30 p.m. ; and, with the excep. 
tion of August 7th, they will be continued throughout 
August. Demonstrations for M.R.C.P. candidates, at 
11, Chandos Street, on July 18th and 19th, at 4.30 p.m. ; 


and from August 13th to 17th, at 2.30 p.m. Particulars ! 


are given week by week in our Supplement, in the Diary 
of Post-Graduate Courses. 


The Medical Society of Bad Nauheim will hold a post- 
graduate course from September 20th to 23rd on myo- 
cardial diseases. Further information can be obtained 
from the secretary of the society, Adolf Hitlerstrasse 16, 
Bad Nauheim. 


The twenty-third Congress of Russian Surgery will be 
held at Leningrad from August 29th to September 6th, 
when the following subjects, among others, will be dis- 
cussed: shock ; non-tuberculous affections of the lungs ; 
thrombosis and embolism ; lesions of the hand and fingers 
and their treatment ; extra-articular arthodesis. 
Further information can be obtained from the secretary 
of the congress, Bolchaia Pirogovskaia 6, Moscow. 


The first International Congress of Electro-radio-biology 
will be held at the Ducal Palace at Venice from September 
10th to 15th, under the presidency of Count Volpe di 
Misurata. Further information can be obtained from 
Dr. Giscondo Protti, Canal Grande $S. Gregorio 173, 
Venice. 

A meeting of the court of directors of the Society for 
Relief of Widows and Orphans of Medical Men was held 
at 11, Chandos Street, W., on July 4th, when Dr. W. 
Culver James, senior vice-president, was in the chair. 
The death of a member was reported, and two new 
members were elected. The sum of £2,285 13s. was voted 
for the payment of the half-vearly grants to the fifty-four 
widows and eight orphans in receipt of relief, including 
£105 13s. as special grants to assist orphans in their 
studies for professional or business careers. A letter from 
a widow was read expressing her great gratitude to the 
society for the help she had received to enable her son 
to qualify as a doctor. She had received twenty-five 
guineas a year for this purpose for the past five years. 
The directors again wished to bring the advantages of 
membership before the junior members of the profession. 
Relief is granted only to the widows or orphans of 
deceased members who are left in indigent circumstances. 
Membership is open to registered medical men who, at 
the time of their election, are residing within a twenty- 
mile radius of Charing Cross. Full particulars may be 
obtained from the secretary, 11, Chandos Street, W.1. 
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MEDICAL NEWS 
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In our advertisement columns this week the Association 
of Surgeons of Great Britain and Ireland invites applica- 
tions for a surgical scholarship of the value of £350 to be 
held for one year. The election will be made in November, 
and applications must reach the honorary secretary of the 
association, Mr. Julian Taylor, 65, Portland Place, W., 
by September 30th. 


The seventh annual general meeting of the British 
Paediatric Association was held at Windermere on April 
27th and 28th, under the presidency of Dr. Eric Pritchard, 
and a report of the proceedings appears in the current 
issue Of the Archives of Disease in Childhood. 


At a garden féte held at Morland Hall, Alton, on 
Saturday, July 7th, in aid of the Morland Hall Cot Fund 
at the Treloar Cripples’ Hospital, the Countess of Radnor 
opened the new west wing of the clinics, which embodies 
several novel features in hospital construction. Among 
these is a method of giving natural sun treatment in the 
seclusion of the patient’s own room, and without the 
necessity of wheeling the patient on to the adjacent 
balcony. The Morland Hall Cot at the Treloar Hospital 
is maintained by contributions of patients at the clinics 
and their friends, and as a result of the féte a sum of 
over £50 has been sent to the Treloar Hospital. 


The issue of the Revue de Médecine for May, which is 
devoted to rheumatism, contains articles by F. Bezangon 
and M. P. Weil on degenerative hypertrophic ostzo- 
arthritis, rheumatism and climate by M. P. Weil, and 
chronic rheumatism in 1933 by F. Frangon. 


A supplement to the June issue of La Pediatria is 
dedicated to Professor Rocca Jemma, who occupies the 
chair of children’s disease at Naples, on the occasion of 
his thirty years’ professorial activity. It contains a 
biographical note, a bibliography of his 137 contributions 
to literature, congratulations from  paediatrists of all 
countries, abstracts from his Festschrift, and an account 
of a ceremony held in his honour. 

Dr. James Somerville McLester, professor of medicine 
in the University of Alabama School of Medicine and an 
authority on diseases of nutrition, has been elected presi- 
dent of the American Medical Association. 


The Italian Central Council of the Campaign against 
Cancer has offered ten prizes of 500 lire each to practi- 
tioners who have reported the largest number of cancers 
still in the curable stage between July Ist, 1933, and 
June 30th, 1934. 

On June 13th the honorary degree of Doctor of Science 
was conferred upon Sir Henry Wellcome, LL.D., F.R.S., 
by the University of Marquette, Wisconsin, U.S.A. 

Mr. Ingleby Oddie, the Central London coroner, has 
appointed Dr. Hervey Wyatt as his deputy in place of 
the late Dr. Idris Evans, and Dr. Reginald Hearn as 
assistant deputy. 

The widow of the late Professor Recasens, the eminent 
gynaecologist and dean of the Medical Faculty of Madrid, 
who died of cancer, has recently founded a prize for the 
best essay on the disease. 

The Belgian State School for Tropical Medicine has 
been transferred from Brussels to Antwerp, and has 
changed its title to the Prince Leopold Institute for 
Tropical Medicine. 

A severe epidemic of rabies has broken out in the 
southern and western districts of Esthonia. Three hun- 
dred persons who have been bitten by mad dogs or cats 
have been sent to the Pasteur Institute at Dorpat for 
treatment. The authorities have ordered that all the mad 
dogs and cats—700 in number—should be shot. 

From January Ist to May Ist 1,020 cases of typhus 
were notified in Rumania, with 112 deaths; in Yugo- 


slavia 882 cases, with sixty-four deaths ; in Bulgaria 121 
cases, with cleven deaths ; and in Czechoslovakia twenty- 
four cases, with one death. 

The Council of the University of Paris has conferred 
the title of doctor honoris causa on Dr. A. Eiselberg, 
emeritus professor of surgery in the Vienna faculty of 
medicine. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

CRIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. ~ 

Authors desiring REPRUNTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS. if reprints are required, as proofs are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER of the British Medical Association 
and the British Medical Journal is EUSTON 21i1 (internal 
exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, Loudon. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association is 
18, Kildare Street, Dublin (telegrams: Bacillus, Dublin; tele- 
phone: 62550 Dublin), and ot the Scottish Office, 7, Drumsheugh 
Gardens, Edinburgh (telegcams: Associate, Edinburgh ; telephone: 
24361 Ldinburgh). 


QUERIES AND ANSWERS 


Home for Child with Eczema 


**M.R.C.P.”’ writes: Could anyone recommend a convalescent 
home or suchlike (preferably near Birmingham) suitable for 
a boy, aged 4, who has eczema but is otherwise healthy? 


Drug Rash 


‘J. D.” writes: I would be very glad of any suggestions 
from your readers for the treatment of the following case. 
The patient is a man, aged 60, who, for the past thirty years, 
has broken out into a generalized, intensely irritant, scarla- 
tiniform rash on the administration of any kind of medicine 
whatsoever. The rash is followed by desquamation in 
three or four days. He is now suffering from inoperable 
carcinoma of the colon, and prefers the pain of his con- 
dition to the agony involved by the administration of an 
opiate. 

Results <f Operation for Elephantiasis 

Dr. J. F. Knox (Rochdale) writes in reply to “I. S. Q.” 
(June 30th, p. 1195): As to end-results of the Kondoleon 
operation for elephantoid condition of the lower extremities, 
1 can report good results in a case operated on in 1929 by 
Dr. W. H. Bateman and myself. The leg still fluctuates 
slightly in size, but is substantially the same. The greatest 
circumference was just above the ankle, and was 34 inches. 
Since the series of operations it has remained at 14 inches. 
There has been no further’ diminution in the size of the leg 
from drainage of lymph through the windows in the deep 
fascia. The principal mass in our case was below the knee, 
and the reduction in bulk was obtained by carefully 
planning the incisions and the removal of huge masses of 
fibrous tissue. The case was of long standing. A _ useful 
account of the operation will be found in Keen’s Surgery 
(vol. viii, p. 643), and an instructive report of cascs in the 
British Journal of Surgery (vol. ix, p. 112). 


House Flies 


Dr. Roperr A. Wetsu (Felton, Northumberland) writes in 
reply to ‘‘G. L.’’ (July 7th, p. 47): I have a sun-room 
that every now and then swarms with flies and wasps, 
and my wife sprays Keating’s insect powder along the 
winlow frames, ete., and within an hour there is not 
a living fly or insect in the place—they are lying dead 
everywhere, and there is peace until another swarm comes 
along ; this, however, gives us a long interval of freedom.. 
It is a new structure—there «re no old wooden frames or 
joints to harbour breeding placcs. 


Income Tax 


Cash Basis—In-coming Partner 


‘Curtous ”’ took over as from July Ist, 1$30, the half share 
of a retiring partner, including his share of outstanding 
book debts. As from the same date he took another 
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practitioner into partnership on a half-share basis. The 
practice has continued to be assessed on the basis of cash 
receipts, and, of course, all receipts have had to be brought 
in, including those purchased by ‘‘ Curious.’” How should 
the tax assessed be divided as between the two present 
partners ? 

** On the basis that as from July Ist, 1930, they have 
an equal share in the gross assessments. It has to be borne 
in mind that the bringing in of the whole of the cash 
received is done merely to ensure that the tax assessed in 
respect of the income of the year to April 5th, 1932, shall 
reflect a full year’s income—which it would not do if some 
of the cash received in the year to December 31st, 1939, 
were excluded. Of course, if ‘‘ Curious’’ and his partner 
agree on some other basis of division that is a matter for 
themselves, but if the former pays a special share of the 
tax because he is taking the result of the old bookings, 
then the latter should ultimately pay to ‘‘ Curious ’’ tax 
on the amount of his share of the outstanding debts when 
the partnership terminates. 


Rates of Depreciation 


“XX YZ" inquires what are the rates appropriate to various 


items. 

** (1) Light therapy apparatus—no clearly recognized 
rate ; probably 10 per cent. will be given, and the net loss 
on replacement should be claimed by way of “ obsoles- 
cence.’’ (2) Motor car—20 per cent., of which apparently 
one-quarter will be regarded as applicable to private use. 
(3) Microscope and consulting room furniture—probably the 
depreciation allowance will be refused, in which case the 
expense of replacement should be claimed as and when 
incurred. 

Car Transactions—Hwe Purchase 

T. F.”’ entered into a partnership in October, 1932, and 
the first accounts will be prepared up to December 31st, 
1933. During that period he bought one car for £95 and 
sold it for £95 ; a second car for £185 and sold it for £245 ; 
and a third car for £325. Since January Ist, 1934, he has 
sold that car for £215, bought a fourth car for £285, sold 
it for the same amount, and bought a fifth car for £435. 
What should he claim? 

** Wear and tear (or depreciation) claims are made as 
for the various years of assessment. In the rather unusual 
circumstances we advise ‘‘ T. F.”’ to claim: 


(a) For the period October, 1932, to April 5th, 1933, £ 


£95 at 20 per cent. for five months ... 8 
(b) For the year to April 5th, 1934: 
(1) (£95 — £8) £87 at 20 per cent. for three 
(2) £185 at 20 per cent. for one month — 
(3) £325 at 20 per cent. for eight months ... ee 
£50 
(c) For the year to April 5th, 1935: 
(1) (£325 -— £43) = £282 at 20 per cent. for two 
(2) £435 at 20 per cent. for ten months... ze? ee 
£81 


The difference between the cash prices of the various cars 
and the aggregate of the hire-purchase payments can be 
treated as expenses of the periods in which they were made. 


Payment of Annuity under Agreement 

J. F. B.” signed an agreement in 1929 to pay £25 a year 
to a relative ‘‘ in consideration of natural love and. aftec- 
tion,’’ and has since paid the annuity under deduction of 
tax. The relative claimed repayment of the tax after the 
document had been exhibited to the local inspector of taxes. 
The claim is dealt with now by another office, and the other 
inspector states that the undertaking should have been by 
deed under seal, and is requesting the tax repaid to be 
refunded. What is the legal position? 

** In all the circumstances we doubt whether the second 
inspector has the right to reopen the past years, even if he is 
right on the merits ; and this is by no means clear, seeing 
that there was “‘good consideration’’ (though not ‘‘ valuable 
consideration ’’) for the agreement. We advise our corre- 
spondent to write to the Secretary, Board of Inland 
Revenue, Somerset House, quoting the facts and asking 
for an official ruling in the matter. If that should be 
favourable the necessity for considering further steps will 
not arise. 


Tue Brr 
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LETTERS, NOTES, ETC. 


Hypochrondriasis 


Dr. SypNEY PERN (Melbourne, Australia) writes: It is with a 


good deal of astonishment that I read Dr. Robert Hutchison’s 
article on hypochondriasis, in the Journal of March rq 
(p. 365). He states: ‘1 am convinced that the amount 
ot early disease which could be detected by periodic exam. 
ination is negligible, and that it would be more than offset 
by the amount of nosophobia that would be created by it 
And as regards prevention, surely every doctor worth his 
salt has always been doing all he can to prevent disease, , » 
Of course, if the practitioner had a larger share in the public 
health services he could do more in the way of prevention 
but that line of approach is often closed to him.’’ Whilst 
agreeing with a good deal that Dr. Hutchison has to sa 
about hypochondriasis, I do not in any way agree that 
periodic examination is going to aggravate the condition 
as often as not it is the result of pathological conditions 
undiagnosed by the medical man. At the present time we 
are aware that a big proportion of the diseases we are called 
upon to treat to-day are the result of oral and nasal infec- 
tions, and long before these diseases are severe enough 
to warrant calling in a medical man damage has been done 
to various tissues and organs of the body. Because a man 
has a positive Wassermann reaction does not debar him 
from treatment, even if he has no symptoms whatever, 
The average man is totally unaware of pathological changes 
taking place in his kidneys or his arteries until they are well 
advanced. Periodic examination is going to prevent all 
these types of diseases developing, because when we find 
pyorrhoea or infected tonsils we must know that it is 
impossible to have them without detriment to the tissues 
and that although there is apparently no suggestion of 
disease it must be there in its incipient stages. Medical 
men worth their salt will always help their patients to the 
best of their knowledge, but to many the facts as stated 
here are not so patent as to the writer. The amount of 
prevention of disease within the hands of the general practi- 
tioner is greatly in excess of that in the hands of the health 
officers. We are now living in an age when it is our duty 
to give as much publicity as possible to the causation of 
disease, as by doing so we shall prevent gross damage being 
done to organs and be able to tackle it in an early stage 
or prevent its occurrence all together. If, by any chance, 
a few hypochondriacs are created the gain to the majority 
will far outweigh the harm to the few. 


Weil's Disease among Sewer Workers 


Dr. F. Wrirtam Cock (Appledore, Kent) writes with reference 


to the leading article in last week’s issue (p. 27): In the 
British Medical Journal for July 31st, 1897, you quoted 
from a report on the overcrowded burial places in Liver- 
pool. It was mentioned that one of the men employed 
in repairing a sewer died apparently from the effects cf 
his occupation. It was suggested that a very foul jelly-like 
substance attached to the wall of the sewer where that lay 
alongside the burial ground might have had something to 
do with this. Spirochaetal. 


Disclaimer 


Dr. Henry YELLowrees (London, W.1) writes: My attention 


has to-day been drawn to an article in the Empire News, 
which refers to me by name and prints my photograph. 
I was entirely ignorant of the whole matter till to-day 
(July 10th), nor have I the slightest knowledge as to how 
the material for the article, or the photograph, were 
obtained. 2 


From July 14th the telephone number of the head office of 


Burroughs Wellcome and Co. in London will be Central 
4,000. 


Ilford Limited (London) have sent us a pamphlet entitled 


Photography as an Aid to Scientific Work. Copies may be 
obtained post free on application. Information contained 
therein should prove usetul to those wishing to know what 
type of plate, etc., is required for any particular scientifie 
purpose. 


Vacancies 


Notifications of offices vacant in universities, medical colleges, 


and of vacant resident and other appointments at hospitals, 


will be found at pages 49, 50, 51, 52, 53, 54, and 55 


of our advertisement columns, and advertisements as. to 
partnerships, assistantships, and locumtenencies at pages 
56 and 57. 

A short summary of vacant posts notified in the advertise- 
ment columns appears in the Supplement at page 36. 


ii} 


the 


LETTERS, NOTES, AND ANSWERS 

Is 
as) 
sy 
pr 
see 
co 
at 
dis 
re 
30 
ak 
co 
J 
sy 
of 
m 
pe 
ga 
de 
thi 
or 
of 

qu 
wl 
in 
y gr 
Sy 
br, 
frc 
| 
| ley 
| Br 


